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EXECUTIVE SUMMARY 
 
Caring for patients was regarded as the core aspect of nursing and cornerstone of all 
nursing work. Caring is morally motivated and centred on the wellbeing of patients.  
Although caring was seen as a critical component of nursing delivery and regarded as 
the top essential characteristic of nursing, there seemed to be a gap between theory 
and practice. Primary Health Care (PHC) professional nurses were observed to be 
lacking in the moral responsibility of a ‘helping’ attitude and did not always exhibit the 
qualities of dedication in caring for their patients. 
 
The objectives of this study were to explore and describe the experiences of PHC 
professional nurses and patients of caring in a clinical situation; to develop a 
conceptual framework for PHC professional nurses to facilitate effective caring for 
patients; to describe strategies to facilitate effective caring for patients by PHC 
professional nurses, and to evaluate strategies to facilitate effective caring for patients 
by PHC professional nurses. This study took place in four phases. In Phase 1, the 
experiences of PHC professional nurses and patients of caring in a clinical situation 
were explored and described. The population in this study comprised of patients 
attending PHC clinics for comprehensive services, and PHC professional nurses 
working in the PHC clinics in the eastern part of Gauteng Province. All participants 
were purposively selected. The sample consisted of patients who were attending the 
PHC clinics for two years and more, as well as PHC professional nurses who were 
working in the PHC clinics for two years and longer.  
 
A qualitative, exploratory, descriptive and contextual research design was utilised. In-
depth, individual, phenomenological interviews were conducted with participants. Data 
were analysed by means of thematic analysis and results were contextualised in the 
literature. Two themes were identified: Theme 1 was the empowering experiences, 
and five categories emerged from the findings. Theme 2 was the disempowering 
experiences, and four categories emerged from the findings.   
 
In Phase 2, a conceptual framework was derived from the results of Phase 1, utilising 
a survey list: Who is the agent? Who is the recipient? What is the procedure? What 
 vi 
are the dynamics? What is the context? And What is the outcome? The conceptual 
framework was developed from the researcher’s thinking map through identifying and 
defining concepts, and proposing relationships between those concepts. The 
conceptual framework enabled the researcher to interpret and link the study findings 
to the body of knowledge, and to conceptualise these findings into practice. Strategies 
were derived from the conceptual framework in Phase 3, where Strategy 1 focused on 
strengthening the working relationship between the PHC nurse manager and PHC 
professional nurses. Strategy 2 focused on facilitating PHC professional nurses to 
provide effective caring for patients in the PHC clinics, and Strategy 3 focused on the 
assessment of the achievement of effective caring for patients by PHC professional 
nurses.  Evaluation of the strategies took place in Phase 4 where a meeting was 
convened by the researcher. The strategies were presented to the eight PHC 
professional nurses who participated in the study as well as two PHC nurse managers 
with many years’ experience supervising PHC clinics.  
 
The expected outcomes of this study were to gain an understanding of PHC 
professional nurses’ and patients’ experiences of caring and to describe strategies to 
facilitate effective caring by PHC professional nurses. Measures of trustworthiness 
were adhered to and ethical principles were upheld throughout the research process. 
 
Key words: strategies, professional nurse, facilitation, caring and patients.  
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CHAPTER ONE 
OVERVIEW OF THE STUDY 
 
1.1 INTRODUCTION AND BACKGROUND 
 
Caring is regarded as an act associated with assisting others, accompanied by 
compassion, kindness, empathy, respect, helpfulness, patience, mercy and integrity. 
While it is viewed as an essential feature and expression of being human, caring is 
also widely accepted as a core characteristic of nursing (Peng, Liu & Zeng, 2015:709). 
According to Rhodes, Morris and Lazenby (2011:3), caring actions by professional 
nurses are essentially related to helping patients alleviate their pain and distress in a 
systematic way. Caring is also associated with qualities of respect, patience, trust and 
honesty, communication, dedication and a positive attitude. As a moral ideal and an 
essential component to nursing actions, with its attempts to protect, enhance and 
preserve humanity, caring must be present if nursing is to be truly effective and give 
patients a feeling of being respected. A caring attitude is essential in the nursing 
profession to ensure the development of trust in the nurse-patient relationship 
(Rhodes, et al. 2011:5).  
 
Rhodes, et al. (2011:3) further emphasise that nursing is a caring profession that 
should be coupled with the provision of excellent care within an ethical, reflective and 
knowing framework. A previous study by Begum and Slavin (2012:334) found caring 
to entail a helping attitude through guiding, advising and providing moral support 
through encouraging, listening and counselling skills. These skills are said to have 
enabled professional nurses to motivate patients to cope with various diseases by 
providing care which was patient-oriented and rooted in the needs of the individual 
patient. 
 
Although caring is generally viewed as the core of nursing actions that produce 
therapeutic results in the person being served, there seems to be a gap between 
theory and practice. Caring in nursing is said to help patients feel better, while the 
absence thereof will affect patients psychologically, emotionally and physically 
(Rhodes, et al. 2011:5).  
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1.2 PROBLEM STATEMENT 
 
Although caring is emphasised as being crucial to nursing, it appears that theory and 
practice are two different things. A survey conducted (Department of Health, 2010:2) 
on patients in various clinics in Gauteng in 2010 revealed that nurses lacked in caring, 
and patients indicated that nurses made rude, insulting and abusive remarks towards 
them. Many patients revealed that there was a lack of confidentiality with regard to 
information entrusted to professional nurses, because while they were at the clinics, 
they often overheard nurses gossiping about patients’ illnesses (Department of Health, 
2010:2). In South Africa, clinics have become the cornerstone of the public health 
system; it is thus necessary and expected that clinics provide comprehensive and 
integrated basic health programmes with members of the public being treated with 
care, respect and compassion by all health professionals (Department of Health, 
2010:2).  
 
The researcher observed that primary healthcare (PHC) professional nurses are 
lacking in a helping attitude and the qualities of dedication in caring for patients. Some 
patients have been observed to face verbal abuse and substandard care, while others 
were turned away from PHC clinics without being examined. The researcher has also 
personally witnessed various incidents in the PHC clinics; for instance, a very sick 
Human Immunocompromised Virus (HIV) patient was turned away from a PHC clinic 
on three occasions by a PHC professional nurse before he was initiated on anti-
retroviral therapy (ART). All because the patient could not bring along a treatment 
supporter. The PHC professional nurse did not consider the condition of the patient, 
who was very sick and needed to be fast-tracked and put on treatment without delay. 
Such dismissive behaviours by PHC professional nurses are reported in various PHC 
clinics in the area concerned. The research questions in this study were thus: 
 
• What are PHC professional nurses’ and patients’ experiences of caring? 
• What can be done for PHC professional nurses to provide effective caring to PHC 
patients? 
 
 
 
 3 
1.3 RESEARCH PURPOSE AND OBJECTIVES 
 
The research purpose was to gain an understanding of PHC professional nurses’ and 
patients’ experiences of caring, and to describe strategies to facilitate effective caring 
for patients by PHC professional nurses. 
 
The research objectives were: 
 
• To explore and describe PHC professional nurses’ and patients’ experiences of 
caring in the clinical situation. 
• To develop a conceptual framework for PHC professional nurses to facilitate 
effective caring for patients. 
• To describe strategies for PHC professional nurses to facilitate effective caring for 
patients. 
• To evaluate strategies to facilitate effective caring for patients by PHC professional 
nurses. 
 
1.4 DEFINITION OF KEY CONCEPTS 
 
The key concepts of this study are defined in the following sections. 
 
1.4.1 Strategies 
 
Strategies are defined as plans designed to achieve particular long-term aims. 
Strategies are clusters of decisions about goals to pursue, the actions to take and how 
resources will be used to achieve these goals (Hornby, 2015:1495). In this study, 
strategies refer to proposed actions, behaviours, approaches and procedures that 
would assist PHC professional nurses in developing effective caring behaviours 
displayed as kindness, empathy, respect and helpfulness in caring for patients. 
 
 
 
 
 4 
1.4.2 Professional nurse 
 
A professional nurse is someone who has undertaken formal education to be qualified 
to enter the profession of nursing according to the standards set out by a professional 
organisation (Wilkes, Cowin, Johnson & Zheng, 2014:555). According to South African 
Nursing Act 33 of 2005, professional nurses are all nurses accountable for quality 
clinical service delivery in accordance with the regulated scope of practice, authority 
and subsequent clinical guidelines, indicators, benchmarks and critical clinical 
pathways (South African Nursing Council, 2012:25). In this study, a PHC professional 
nurse refers to an individual who has undergone training in the care and promotion of 
health and wellbeing of people for a particular period of time at an accredited nursing 
training institution, such as a nursing college or a university, with a minimum of four 
years training and working at a PHC facility. 
 
1.4.3 Facilitation 
 
Facilitation is defined as a process of providing support to individuals or groups to 
achieve beneficial change (Downing, 2012:136). Dogherty, Harrison and Graham 
(2010:77) define facilitation as a means of bridging the gap between theory and 
practice. As an open, dynamic and interactive process that takes place in an open 
learning environment, facilitation in this study enabled PHC professional nurses to 
understand their roles as PHC professional nurses and assisted them in choosing the 
best way forward in effectively caring for their patients. Facilitation provided PHC 
professional nurses with opportunities, encouragement and support to succeed in 
achieving their objectives. Furthermore, facilitation enabled PHC professional nurses 
in the PHC clinics to take control and responsibility for the way they proceeded in 
caring for their patients. 
 
1.4.4 Caring 
 
Caring is described as an act associated with assisting others while being widely 
accepted as the essential and core characteristic of nursing (Rhodes, et al. 2011:5). 
According to Begum and Slavin (2012:334), caring entails a helping attitude through 
guiding, advising, appreciating and providing moral support by encouraging, listening 
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and counselling. Caring, as an approach, is regarded as an essential feature and an 
expression of being human (Peng, et al. 2015:709). As a moral ideal of nursing 
actions, caring is displayed as behaviour by professional nurses that shows them 
being willing to attend and listen to their patients (Pai, Eng & Ko, 2013:424). In this 
study, caring is defined as the delivery of healthcare by PHC professional nurses with 
commitment, respect and willingness to help those patients who are in need. 
 
1.4.5 Patients  
 
Patients are described as people receiving or registered to receive medical treatment. 
Patients are also regarded as people under healthcare, where they may be waiting for 
this care, are receiving it, or have received it (Hornby, 2015:1093). In this study, a 
patient is defined as any person who might be ill or injured and in need of treatment, 
and a recipient of any healthcare service by PHC professional nurses or other 
healthcare providers. 
 
1.5  PARADIGMATIC PERSPECTIVES 
 
According to Polit and Beck (2017:9), a paradigm is a worldview and a general 
perspective on the complexities of the world. A paradigm is further defined as a way 
of looking at natural phenomena. It is a worldview that encompasses a set of 
philosophical assumptions that guides one’s approach to inquiry (Polit & Beck, 
2017:738). Christensen, Burke Johnson and Turner (2015:29) define a paradigm as a 
framework of thought or beliefs by which you interpret reality. The paradigmatic 
perspectives within Watson’s Human Caring Theory (Clark, 2016:1; Nikfarid, Hekmat, 
Vedad & Rajabi, 2018:2) served as a guide and a point of departure in this study 
because of the importance it places on the concept of caring as the essence of 
nursing. Durant, McDermott, Kinney and Triner (2015:e136) indicate that Caring 
Science is based on the philosophy of Human Caring, a theory articulated by Watson 
as a foundational covenant to guide nursing as a discipline and a profession. The 
caring theory is therefore aimed at deepening the understanding of the universal 
ethical and person-centred roots of caring and healing for self, system and others. 
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In this study, the research assumption was based on uncovering the meanings the 
participants attached to their experiences. The search for meaning or understanding 
as emphasised in postmodernism focuses on the interpretive, interactive and relative 
nature in the nature of knowledge in the natural sciences (Patton, 2015:125). The 
researcher discussed the paradigmatic perspective by describing the structure of the 
paradigm based on meta-theoretical, theoretical and methodological assumptions. 
The meta-theoretical assumptions refer to what the researcher believes while 
theoretical assumptions reflect the theories that the researcher adheres to. Theoretical 
assumptions are a description of what the researcher thinks. Methodological 
assumptions focus on what the researcher does; that is, the research process and the 
aspects adhered to in practising science through research (University of 
Johannesburg, 2013:16). The researcher’s beliefs and Watson’s Human Caring 
Theory (Nikfarid, et al. 2018:2) were used to guide this study. 
  
1.5.1  Meta-theoretical assumptions 
 
The meta-theoretical assumptions, being the researcher’s beliefs, are often at the core 
of his or her very existence as a human being and is seen as falling within the context 
of his or her worldview (University of Johannesburg, 2013:16). The meta-theoretical 
assumptions as contained in Watson’s Human Caring Theory mention the four main 
concepts of nursing that comprise the central issues in the discipline, namely person, 
health, environment and nursing (Nikfarid, et al. 2018:1; Wagner, 2010:6). The 
researcher considered these four basic concepts to be the interactive components that 
point to the holistic view of patient care. The four main concepts of nursing used in this 
study are defined next to ensure clarity. 
 
1.5.1.1  Person  
 
According to Watson’s Human Caring Theory (Nikfarid, et al. 2018:2; Wagner, 
2010:6), a person is a human being whose wholeness is valuable, deserves respect 
and has authority to choose. Watson’s Human Caring Theory (Nikfarid, et al. 2018:6; 
Wagner, 2010:6) further indicates that a human being encompasses dimensions of 
mind, body and soul. Within this framework, the person is in interaction with the 
internal and external factors or the environment, which can help them actualise the 
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inner power of self-healing. According to Nikfarid, et al. (2018:6), a person is defined 
as a being-in-the world who holds three spheres of being – mind, body and spirit – that 
are influenced by the concept of self, and who is unique and free to make choices 
(Cara, 2003:55). Nikfarid, et al. (2018:6) further indicate that being-in-the-world entails 
that a person cannot be considered without his context or environment, which includes 
the family, culture, community and society. The underlying reality in using such a 
definition is that it accentuates the interconnectedness between the person and the 
environment. Furthermore, in describing a person, Watson considers not only the 
cared for, but also the care giver (Cara, 2003:51). 
 
The mind refers to the part of a person that makes them aware of things, to think and 
to feel (Hornby, 2015:955). Thus, the human conscience can actually be connected to 
through caring experiences; during caring moments, the caritas processes help nurses 
in improving patients’ mentality towards their illness (Nikfarid, et al. 2018:7; Wagner, 
2010:7).  Cara (2003:55) describes the mind as the point of access to the body and 
the spirit, which corresponds to the patient’s emotions, intelligence and memories.  
 
The body includes the whole physical structure of a human being.  According to 
Watson’s Human Caring Theory, a nurse is considered as an external factor that can 
offer assistance and care to a person through the ten caritas processes which include 
love, empathy, trust and teaching or learning experiences (Nikfarid, et al. 2018:6; 
Wagner, 2010:7).  
 
The soul refers to the person’s inner character; the higher sense of self similar to the 
psychological concept of self-actualisation (Nikfarid, et al. 2018:4; Wagner, 2010:7). 
According to Cara (2003:55), the spirit relates to the soul, the inner self, the essence 
of the person and the spiritual self. It is the spirit that allows the patient to transcend 
the here and now, coexisting with past, present and future; all at once through creative 
imagination and visualisation. Watson further believes that spirituality is significant in 
the nursing profession, with the care of the soul remaining as the most powerful aspect 
of the art of caring in nursing (Cara, 2003:55). 
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1.5.1.2  Health 
 
Health is described as harmony of the body, mind and soul; a high level of physical, 
mental and social performance and the absence of or an attempt to eliminate disease 
(Nikfarid, et al., 2018:6). According to the Human Caring Theory (Nikfarid, et al. 
2018:7; Wagner, 2010:5), health is viewed in terms of what it means to people in their 
illness-wellness experiences, and a state that needs to be improved during caring 
moments. According to Cara (2003:56), health is defined as not the simple absence 
of disease, but as a subjective experience. Health is said to correspond to the person’s 
harmony or balance within the mind-body-spirit, related to the degree of congruence 
between the self as perceived. Cara (2003:56) highlights that what Watson believes 
in is that as one is able to experience one’s real self, the more harmony there will be 
within the mind-body-spirit, a higher degree of health will be present. 
 
1.5.1.3  Environment 
 
The environment consists of the internal and external influences or factors that 
surround and affect human beings (Nikfarid, et al. 2018:4; Wagner, 2010:6). The 
Human Caring Theory puts emphasis on caring and a healing environment, which can 
be provided by a nurse according to the existing literature (Nikfarid, et al. 2018:6). 
Cara (2003:55) describes the environment as the healing space. Based on this 
description, the environment is regarded to can expand the person’s awareness and 
promote mind-body-spirit wholeness and healing. As Watson is mentioned to 
acknowledge the unity of the person’s mind-body-spirit, the importance of making the 
patient’s room a soothing, healing and sacred place is also recognised (Cara, 
2003:55). 
 
1.5.1.4  Nursing 
 
According to Watson’s Human Caring Theory, nursing is defined as a caring 
profession and involves the delivery of optimal health outcomes through a mutual 
relationship in a safe and caring environment (Nikrafid, et al. 2018:8). According to the 
South African Nursing Act (South Africa, 2005), nursing is defined as a caring 
profession practised by a person registered under Section 31, which supports, cares 
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for and treats a healthcare user so that he or she lives in comfort and with dignity until 
death. According to Clark  (2016:5), nursing is defined as a human science of persons 
and human health-illness experiences that are mediated by professional, personal, 
scientific, aesthetic and ethical human care transactions. With nursing being described 
as both a science and an art, the artistic part forms the professional role in nursing, 
and certainly part of caring for patients and their families (Cara, 2003:56). Clark 
(2016:5) further indicates that the artistic domain of nursing is exemplified as emerging 
transpersonal caring-healing modalities which correspond to providing comfort 
measures, helping the cared-for to alleviate pain, stress and suffering, as well as to 
promote well-being and healing (Cara, 2003:56). According to Clark (2016:4), nursing 
is described as having a global covenant with humanity to sustain human caring, 
healing and wholeness for humanity in instances where human caring is threatened, 
be it biological or otherwise. 
 
1.5.2  Theoretical assumptions 
 
The theoretical assumptions are known as beliefs derived from theories, expressed 
as testable statements (Sitzman & Watson, 2013:20). As caring science encompasses 
a humanitarian, human science orientation to human caring processes, phenomena 
and experiences, the caring perspective acknowledges interconnectedness as the 
foundation of all caring interactions and activities. The Caring Theory can also be 
considered as a philosophical and a moral or ethical foundation for professional 
nursing, and part of the central focus for nursing at the disciplinary level (Sitzman & 
Watson, 2013:20). Watson’s caring philosophy is therefore used to guide 
transformative models of caring and healing practices for nurses, allied health 
professionals, caregivers and patients in diverse settings worldwide (Sitzman & 
Watson, 2013:17). According to Pajnkihar, Štiglic and Vrbnjak (2017:1), caring is the 
core concept in nursing and includes care for and care about clients. Care for, being 
the first of the two main domains in holistic nursing, is related to professional 
knowledge and expertise, while the second relates to the psychological and spiritual 
consideration of clients. One way to ensure that caring is central to the patients’ 
experiences is to endorse Watson’s theory of human caring as the basis or guide for 
nursing practice (Pajnkihar, et al. 2017:2). Pajnkinar, et al. (2017:2) indicate that 
Watson emphasised caring is the moral ideal of nursing whereby the end is protection, 
 10 
enhancement and preservation of human dignity. Trustful and respectful interpersonal 
relationships are regarded as extremely important for preserving human dignity. 
Therefore, the Human Caring Theory is considered to address caring relationships 
and the deep experiences of life itself. In this regard, the theory is also described to 
suggest caring as a different way of being human, present, attentive, conscious and 
intentional (Suliman, Welmann, Omer & Thomas, 2009:293). 
 
In this study, the researcher adhered to Watson’s Human Caring Theory (Sitzman & 
Watson, 2013:20), whose application allows nurses to return to their deep professional 
roots and values. Watson’s Human Caring Theory represents the archetype of an ideal 
nurse while caring endorses our professional identity within a context where 
humanistic values are constantly questioned and challenged. Upholding the caring 
values by nurses in their daily practice can help transcend the nurses from a state 
where nursing is perceived or regarded as ‘just a job’, to that of a gratifying profession 
(Cara, 2003:51). Cara (2003:51) further indicates that upholding Watson’s theory not 
only allows the nurse to practice the art of caring, to provide compassion to ease 
patients’ and families’ suffering, and to promote their healing and dignity, but it can 
also contribute to expanding the nurse’s own actualisation. Watson is regarded as one 
of the few nursing theorists who consider not only the cared-for, but also the caregiver. 
In promoting and applying these caring values in the nursing practice, it is considered 
not only essential to nurses’ health, but its significance is also fundamentally tributary 
to nurses finding meaning in their work (Cara, 2003:51). 
 
The major elements identified in Watson’s Human Caring Theory are (a) carative 
factors, (b) the transpersonal caring relationship, and (c) the caring occasion/caring 
moment (Cara, 2003:51). Within Watson’s view regarding the ‘carative factors’ is the 
fact that they are considered as a guide for the core of nursing, which are in contrast 
with conventional medicine’s curative factors. Basically, the carative factors are 
designed as an attempt to honour the human dimensions of nursing’s work and the 
inner life world and subjective experiences of the people nurses serve. As the theory 
evolved, Watson replaced the ‘carative factors’ with the clinical caritas processes, with 
a greater spiritual dimension being considered in these processes (Cara, 2003:52). 
According to Pajnkihar, et al. (2017:2), within Watson’s theory, ten caritas factors of 
love-heart-centred-caring/compassion represent the core of caring and enhance the 
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patient’s caring experience.  Watson’s caritas factors are seen as nurse-patient 
interactions and modalities that can be employed to support and enhance the 
experience of the actual caring occasion.  
 
Watson and Browning (2012:2) describe ‘caritas’ as a Latin word that connects 
authentic human caring with love and deeper ethical meanings, honouring the 
preciousness and fragility of human caring. These caritas factors are described as 
consisting of cultivating the practice of loving-kindness and equanimity toward self and 
others as foundational to caritas consciousness. Other caritas factors are regarded as 
the nurse being authentically present, which will be enabling, sustaining and honouring 
the faith, hope and the deep belief system and the inner-subjective life world of the 
self and of the other (Cara, 2003:52; Watson & Browning, 2012:2).  
 
According to Cara (2003:53), Watson’s clinical caritas also include other factors such 
as cultivating one’s own spiritual practices and transpersonal self, going beyond the 
ego-self, developing and sustaining a helping-trusting. The nurse is therefore required 
to open to others with sensitivity and compassion. In the caring relationship, the nurse 
has to be present to and supportive of the expression of positive and negative feelings. 
The nurse creatively uses the self and all ways of knowing as part of the caring 
process, while engaging in genuine teaching-learning experiences that attend to the 
unity of being and subjective meaning. The nurse attempts to stay within the other’s 
frame of reference and creates a healing environment at all levels. In applying the 
caritas processes, the nurse also assist the patient with basic needs, with an 
intentional caring consciousness. This is regarded as administering human care 
essentials which potentiate alignment of mind-body-spirit, wholeness, and unity of 
being in all aspects of care. By tending to both the embodied spirit and evolving 
spiritual emergence, the nurse is opening and attending to the spiritual-mysterious and 
existential dimensions of one’s own life-death. This is regarded as soul care for self 
and the one being cared for (Cara, 2003:53; Pajnkihar, et al. 2017:2).  
 
In essence, transpersonal caring relationships are regarded as the foundation of 
Watson’s work in which transpersonal caring competencies relate to the cultivation of 
the nurse’s human competencies and ways of becoming or ontology. Transpersonal 
human caring relates to the application of the ten caritas processes, which offers 
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nurses and patients the opportunity to increase satisfaction in meaningful ways. 
Therefore, these transpersonal caring competencies are considered as critical as 
technological curing competencies (Clark, 2016:6; Sitzman & Watson, 2013:18). 
According to Watson and Browning (2012:2), the ten caritas processes of the theory 
are embedded in a framework of Caring Science as sacred science. Watson (2019:1) 
describes sacred activism inquiry as a transforming force of compassion-in-action that 
is born from a fusion of deep spiritual knowledge, courage, love and passion with wise 
radical action in the world. Sacred activism is identified as that which arise from a 
search for philosophical, ethical and methodological congruence to capture the inner, 
unknowns of spirit filled-experiences (Watson, 2019:1).  
 
Watson and Browning (2013:2) further mention that a caring science is grounded in 
the ethic of ‘belonging’ to that which is greater than our ‘being’, and goes beyond 
medical science, acknowledging the relational life force and the philosophical unitary 
field dimensions underlying all humanity. The ten caritas processes identified, give 
language to the phenomenon, theory and practice of human caring. Authentic human-
to-human caring is therefore core to professional theory-guided, evidence-based 
practices, and caring-healing relationships affecting patients or system outcomes 
(Watson & Browning, 2012:2). Pajnkihar, et al. (2017:3) indicate that administering 
sacred nursing acts of caring-healing takes place by tending to basic human needs, 
opening and attending to spiritual or mysterious and existential unknowns of life and 
death. Carative factors and caritas processes therefore facilitate healing, honour, 
wholeness and contribute to the evolution of humanity. Nurses should help people and 
be sensitive to themselves and others within a helping-trusting relationship that is 
directed towards protecting and enhancing their dignity. Nurses are required to apply 
the nursing theory that contains elements of client-oriented nursing, holistic and 
systematic treatment, and equal relationships between nurses and clients (Pajnkihar, 
et al. 2017:3).  
 
According to Watson (2019:2), the sacred activism method embraces ‘transpersonal 
caring moments’ whereby a new field between two humans unfolds and flows as a 
sacred moment. This field connects with the infinite field of universal, cosmic love, 
opening to explore unexplained phenomena of universal love for healing and miracles. 
Watson (2019:2) further indicates that in nursing, this form of unitary caring science, 
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sacred inquiry, is informed by an accelerated unitary quantum universe worldview. 
Sacred activism is regarded as consistent with the evolved paradigmatic context for 
nursing’s disciplinary phenomena, which includes all the vicissitudes of human 
existence-immanence and transcendence, allowing for a Holy alliance: human-to-
human, and human-to-Divine. As indicated by Clark (2016:2), the transpersonal is 
reaching beyond the personal realm or transcending the singular, personal state of 
being. Based on transpersonal attributes, caring occurs when the one caring connects 
with and embraces the spirit of the other through authentic, full attention in the here 
and now, and conveys a concern for the inner life and personal meaning of another. 
Therefore, Watson’s Human Caring Theory considers transpersonal as those values 
of deep connectedness, of relationship, subjective meaning and shared humanity 
(Clark, 2016:3; Sitzman & Watson, 2013:17).  
 
Watson (2019:3) indicates that unitary caring science sacred activism purposefully 
shifts from clinical objectivity to authentic subjective/intra/inter-subjectivity and 
beyond, from outer to inner, to mutual relational ethical engagement with human-to-
human, spirit-to-spirit transpersonal connection. The clinical caritas within Watson’s 
Model of Transpersonal Caring is facilitated to create a foundation for ongoing 
cultivation of transpersonal caring competencies, which occurs during caring moments 
or caring occasions (Sitzman & Watson, 2013:18). Sitzman and Watson (2013:18) 
indicate that a caring occasion occurs whenever the nurse and another come together 
with their unique life histories and phenomenal fields, creating a distinct caring moment 
in space and time. According to Watson (2019:3), space is created for a shared 
human-spirit oneness, where the one person’s level is reflected onto another.  Based 
within the unitary consciousness of our oneness with all, we now have to grasp that 
we enter into the sacred circle of birth/life/earth/rebirth (Watson, 2019:3). 
 
In caring experiences, Watson’s Human Caring Theory gives much importance to the 
spiritual rather than the physical dimension of human beings, emphasising the self-
transcendence and self-actualisation of the nurse (Nikfarid, et al. 2018:2). Because of 
its focus on the spiritual dimension of human beings, Watson’s Human Caring Theory 
translates transpersonal relationship to the conveyance of a connection beyond the 
ego, capturing spiritual dimensions all human beings share with a deeper self, others, 
nature and the universe. In this manner, transpersonal caring seeks to go beyond the 
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self and beyond the here and now, reaching to deeper connections with spirit and the 
broader universal consciousness (Clark, 2016:1; Sitzman & Watson, 2013:18).  
 
According to Sitzman and Watson (2013:18), transpersonal caring relationships start 
with full attention in the moment, and then radiate to spiritual, limitless connections 
that tap into subtle healing possibilities and potential. In caring moments, the nurse 
engages in an inter-subjective human-human relationship in which the person of the 
nurse affects and is affected by the person of the other; both being fully present in the 
moment and feeling a union with the other. The nurse is then able to detect a person’s 
condition of being from the physical to the soul or spiritual level as influenced by the 
nurse’s cultivation of conscious love and caring intentions. The two persons meet as 
one within the context of conscious caring. They both share a phenomenal field as 
equanimity, and are co-participants and deeply involved in the ideal of caring. During 
this moment, the nurse focuses on the uniqueness of self and other, and the 
uniqueness of the moment wherein the coming together is mutual and reciprocal, each 
being fully embodied in the moment while paradoxically capable of transcending the 
moment (Clark, 2016:2; Sitzman & Watson, 2013:18). 
 
Watson’s Human Caring Theory refers to the transpersonal caring-healing moment as 
a sort of deep, intentional, consciousness-based caring that the nurse calls forth in 
conjunction with the patient’s willingness to move into his healing space that is created 
during the transpersonal experience (Clark, 2016:3). According to Sitzman and 
Watson (2013:19), the dynamic of transpersonal caring or healing within a caring 
moment exists in the field of consciousness. Furthermore, Sitzman and Watson 
(2013:19) mention the fact that the transpersonal dimensions of a caring moment are 
affected by the nurse’s consciousness in the caring moment, which in turn affects the 
field of the whole. Transpersonal caring therefore calls for authenticity and the ability 
to be present to self and other in a reflective frame where the transpersonal nurse has 
the ability to centre consciousness and intentionality on caring, healing and 
wholeness, rather than on disease, illness and pathology. Transpersonal caring 
consciousness is done through creating a mind-body-spirit commitment toward 
entering into a transpersonal space with the other in a way that honours them, conveys 
compassion and is reverent, loving and authentic (Clark, 2016:6; Sitzman & Watson, 
2013:18). Watson’s Human Caring Theory further indicates that in the transpersonal 
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caring moment, the nurse attempts to enter into, and stay within, the other’s frame of 
reference in order to connect to the inner life world of the other, while recognising the 
self in others (Clark, 2016:5; Sitzman & Watson, 2013:18). The connectedness with 
others in essence, helps us to stay connected with the human spirit, helping us to 
avoid reducing the human being to an object that is separate from spirit of self, and 
from the spirit of the wider universe (Clark, 2016:6).  
 
Learning to care deeply for patients is considered as a way of creating nursing 
interactions that are meaningful for both the patient and the nurse. Together, the nurse 
and patient join in a mutual search for meaning and wholeness of being or becoming 
to potentiate comfort measures, a sense of well-being, wholeness and even spiritual 
transcendence of suffering. During these interactions, the nurse creates a healing 
environment through developing and sustaining helping, trusting relationships. The 
deep caring that emerges in a transpersonal human caring moment aligns with what 
many consider as practicing loving-kindness and support for others on their healing 
journey. Every person is being viewed as whole and complete, regardless of illness or 
disease (Clark, 2016:3; Sitzman & Watson, 2013:18). 
 
Caring consciousness, as indicated in Watson’s Human Caring Theory, relates to 
caring-healing-loving consciousness contained within a single caring moment 
(Sitzman & Watson, 2013:19). Much of Watson’s Human Caring Theory’s emphasises 
on love is caring, and the idea that we need each other in loving and caring ways. In 
this manner, the one caring and the one being cared for are interconnected, with the 
caring-healing process being connected with the other humans. As the caring-healing-
loving-consciousness exists through and transcends time and space, and can be 
dominant over the physical dimensions, it is communicated to the one being cared for. 
Additionally, Clark (2016:5) highlights one of the key concepts revealed in Watson’s 
Human Caring Theory as intentionality, which is more aligned to love and acceptance 
versus the nurse’s agenda for what needs to be done or shifted. Sitzman and Watson 
(2013:19) acknowledge that the process within the caring-healing-loving-
consciousness is relational and connected, intersubjective, transcends time, space 
and physicality, with possibilities that go beyond the given caring moment.  
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1.5.3  Methodological assumptions 
 
The methodological assumptions are described as the beliefs, preferences and 
presuppositions about what ought to constitute good research (Brink, et al. 2013:68).  
All decisions made by the researcher with regard to the pursuit of the research problem 
in this study were guided by these beliefs. The methodological assumptions guided 
the researcher in the exploration and description of participants’ lived experiences 
(Holloway & Wheeler, 2010:223). A qualitative constructivist research paradigm, often 
called the naturalistic paradigm, was adopted in this study. The naturalistic inquiry 
usually takes place in the field or naturalistic settings over an extended time period. 
The constructivist or naturalistic paradigm provided the researcher with an 
understanding that reality is not a fixed entity, but rather multiple and subjective; it is 
mentally constructed by the individuals participating in the research (Polit & Beck, 
2017:11; Yin, 2016:22).  
 
The constructivist paradigm emphasises the inherent complexity of humans and their 
ability to shape and create their own experiences. The voices and interpretations of 
study participants are regarded crucial to the understanding of the phenomenon of 
interest. The participants’ subjective interactions are considered as the primary way to 
access them (Polit & Beck, 2017:11). The focus of this study was on understanding 
the human experience as it is lived by participants. The constructivist paradigm 
enabled the researcher to interact with participants, and insights emerged from 
participants’ experiences. Polit and Beck (2017:12) mention that the findings are the 
creation of the interactive process or they are a product of the interaction between the 
enquirer and the participants. In this study, participants were active and involved in all 
the phases of the research process.  
 
The methodology in this study was context-bound as guided by the constructivist 
paradigm. This paradigm emphasises the dynamic, holistic and individual aspects of 
human life, while an attempt is made to capture those aspects in their entirety within 
the context of those who are experiencing them (Polit & Beck, 2017:11; Yin, 2016:22). 
Data collection and its analysis progressed concurrently. Through an inductive 
process, the researcher developed a theory, which was a broad abstract 
characterisation of the phenomenon under study. According to de Vos and Strydom 
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(2011:37), a theory is a set of interrelated hypotheses, concepts, constructs, 
definitions and propositions that present a systematic view of phenomena based on 
facts and observations, with the purpose of explaining and predicting the phenomena.  
The researcher developed a conceptual framework for this study, which helped to 
place the issues of the study into some broader perspective. Without some kind of a 
conceptual map or conceptualisation, it would have become difficult for the researcher 
to design the study (Polit & Beck, 2017:130). Rich, in-depth information was yielded 
from the findings of the in-depth qualitative research which was grounded in the real-
life experiences of people with first-hand knowledge of the phenomenon (Polit & Beck, 
2017:12).  
 
1.6 RESEARCH DESIGN 
 
In this study, a qualitative, exploratory, descriptive and contextual research design was 
utilised as the study was concerned with the exploration and description of both PHC 
professional nurses’ and patients’ experience of caring by PHC professional nurses in 
the clinical situation. According to Moule and Goodman (2014:173), qualitative 
approaches focus on understanding social settings as they facilitate the exploration of 
relationships and human experience within the research setting. Qualitative 
approaches enable face-to-face and personal contact in data collection.  
 
According to Alpaslan (2013:17), an exploratory design avoids overlooking crucial 
patterns that may exist. A descriptive design is concerned with a detailed account of 
the significant phenomenon in the research to generate a picture of the world as seen 
by the participants. In this study, the exploratory design enabled the researcher to gain 
insight into the phenomenon under study. Due to its descriptive nature, the study 
generated a description of the phenomenon of PHC professional nurses’ and patients’ 
everyday experiences of caring in order to gain an understanding of the study’s 
essential structure.  
 
The context of this study was within the PHC clinics in an eastern part of Gauteng, a 
province in South Africa. According to Holloway and Wheeler (2010:222), the 
contextual nature of the study is based on the fact that it studies the phenomenon in 
terms of its immediate environment or context.  
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1.7 RESEARCH METHOD 
 
The research was conducted in four phases:  
 
1.7.1 Phase 1: The exploration and description of experiences of caring by PHC 
professional nurses and patients 
 
In this study, a phenomenological method was utilised to gather the participants’ life 
experiences and describe them as they were lived by the participants. Holloway and 
Wheeler (2010:223) indicate that phenomenological methods are rooted in 
philosophy, with popular views on the origins with the work of the philosopher, 
Heidegger. Heidegger’s philosophy was therefore used in this study to interpret the 
meaning of the phenomenon in context. According to Moule and Goodman 
(2014:210), Heidegger developed interpretive phenomenology since the author was 
of the opinion that understanding lived experience was more important than merely 
describing it. The author termed ‘hermeneutics’ as the understanding of the human 
experience. The term ‘hermeneutic circle’ also originated in the philosophy of 
Heidegger, and it refers to the fact that interpretation of participants’ text looks at parts 
of the lived experience, then at the whole, and back again in a spiralling process. The 
end of this process is said to be achieved when the researcher has gained a 
reasonable understanding and meaning of the text (Holloway & Wheeler, 2010:225). 
 
1.7.1.1  Setting  
 
This study was conducted in Ekurhuleni, a Metropolitan Municipality that forms the 
local government of the East Rand region of Gauteng Province, South Africa. South 
Africa is a country with nine provinces, with Gauteng Province being the smallest. 
Gauteng Province encompasses about 3 379 104 people of diverse cultures, 
languages and belief practices (Ekurhuleni Metropolitan Municipality Development 
Guide, 2010). The name ‘Ekurhuleni’ is derived from the Xitsonga language, which 
means ‘place of peace’. Ekurhuleni is one of the most densely populated areas in the 
province and the country. It has 94 public health clinics and seven public hospitals 
which render healthcare services to its community. The public health clinics provide 
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PHC services at a local level through the district health system, which is part of the 
provincial healthcare system. 
 
1.7.1.2  Population and sampling 
 
The population in this study comprised all patients and PHC professional nurses in the 
PHC clinics in Gauteng. The researcher used the purposive sampling method to select 
information-rich participants for the study because of their specific contribution to 
information, understanding and insight of the phenomenon studied. Polit and Beck 
(2017:493) describe purposive sampling as a strategy that involves the researcher’s 
conscious selection of participants from certain population groups to include in the 
study, with the aim being to benefit the study. Christensen, et al. (2015:171) further 
indicate that when using purposive sampling, the researcher specifies the 
characteristics of the population of interest and then locates the individuals who match 
the needed characteristics. The inclusion criteria are presented in Table 1.1. 
 
Table 1.1: Inclusion criteria 
PHC professional nurses Patients 
Working in the PHC clinics in Gauteng 
Province for two years or more. 
18 years or older. 
Expressing a willingness to share 
information with the researcher. 
Conversant with either English or isiZulu 
language. 
Two PHC clinics, both community 
health centres that were similar, were 
sampled in an eastern part of Gauteng 
Province to serve as research sites. 
Attending two PHC clinics located in an 
area eastern part of Gauteng Province 
for comprehensive services for two 
years or longer. 
Express a willingness to share 
information with the researcher. 
 
The rationale for choosing these participants was to include those who had ‘relevant 
lived experience’, which means they had either experienced caring by PHC 
professional nurses or had knowledge that related to addressing the research 
question. Patients had experience in attending PHC clinics for a period of two years 
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and longer, and were able to provide a good perspective with regard to the caring they 
experienced in those PHC clinics. The PHC professional nurses also had sufficient 
experience in the same PHC clinics and could account for the caring rendered to 
patients in the same environment. The sample size was achieved when data 
saturation had been reached. Greeff (2010:138) and Holloway and Wheeler 
(2010:146) indicate that data saturation occurs when no new information is obtained 
during continued data collection. 
 
1.7.1.3 Data collection  
 
In this study, the researcher collected data through in-depth, individual, 
phenomenological interviews, which were conducted face-to-face, in English or 
isiZulu. Babbie and Mouton (2017:289) describe in-depth individual phenomenological 
interviews as qualitative research interviews; essentially regarded as a conversation 
in which the interviewer establishes a general direction for the conversation. The 
interviewer pursues specific topics raised by the participant, with the aim being to allow 
the participants to speak at length, in detail, in ways which they are most comfortable 
on a given topic. In-depth, individual, phenomenological interviews in this study 
enabled participants to tell their story and provide rich data about their personal 
experiences, feelings and thoughts. Houser (2015:401) asserts that interviews allow 
the researcher to gain insight and in-depth data from participants as the researcher 
tries to address questions which relate to exploring personal experiences. 
 
Interviews were held in a quiet consulting room at a PHC clinic, away from the patients’ 
waiting area. Interview sessions lasted for 45-60 minutes for each participant. The 
researcher got permission from participants to audio-record the interviews (Appendix 
E and Appendix G). A high-quality audio-recorder was used to record all the 
interviews, which were transcribed verbatim during data analysis. Holloway and 
Wheeler (2010:146) indicate that by recording the interviews, the researcher is able to 
preserve the participants’ words accurately. In this study, data saturation occurred 
when no new information was obtained during interviews.  
 
The researcher developed one central question for the interview in advance. The 
question for PHC professional nurses in English was: “What are your experiences 
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of caring for patients in your clinic?”. The question for PHC professional nurses in 
isiZulu was: “Yiziphi izimo ohlangabezene nazo uma unakekela iziguli zakho 
ekliniki lakho?”. The question for the patients in English was: “How are 
professional nurses caring for you in your clinic?”, and in isiZulu the question 
was: “Bakunakekele kanjani abahlengikazi uma uzobabona ekliniki?” The 
researcher utilised certain communication skills, such as adopting an emotionally 
neutral body language, nodding, reflecting on remarks made by the participants, and 
used probing remarks. According to Babbie and Mouton (2017:253) and Houser 
(2015:401), probes are more frequently required in eliciting responses to open-ended 
questions. The researcher wrote field notes immediately after the interviews when 
events and thoughts were still clear in her mind. Aurini, Heath and Howells (2016:154) 
indicate that taking precise field notes is the backbone of conducting a successful field 
research project. 
 
1.7.1.4  Data analysis 
 
Data analysis is described as an active and iterative process, where the researcher 
looks at the data deliberately and in-depth to become thoroughly familiar with it 
(Houser, 2015:424). Polit and Beck (2017:725) further describe data analysis as the 
systematic organisation and synthesis of research data. According to Holloway and 
Wheeler (2010:12), synthesis takes place at the end of the data analysis stage where 
new knowledge claims that go beyond any single study are produced. In this study, 
thematic analysis was used to analyse data. Data analysis began as soon as data 
collection started, where the researcher moved back and forth from collection to 
analysis, and back again, refining the questions asked from the participants. The 
researcher was immersed in and engaged with the data by repeatedly listening to the 
tapes and reading the collected material to internalise the content.  
 
According to Christensen, et al. (2015:371), data should be analysed for themes, 
patterns and meanings as it is collected. Once the significant phrases and statements 
are extracted from the transcribed data, the researcher has to construct a list of the 
meanings of the statements. The meanings are determined by reading, rereading and 
reflecting on the research participants’ statements. Polit and Beck (2017:59) further 
indicate that the process of data analysis involves clustering together related types of 
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narrative information into a coherent scheme. As analysis and interpretation progress, 
researchers begin to identify themes and categories, which are used to build a rich 
description or theory of the phenomenon.  
 
In this study, the researcher translated and transcribed the audio-recorded interviews 
verbatim, carefully read through the transcripts and field notes, and wrote down the 
ideas in the margins as they came to mind to ensure that no data was left out. The 
researcher made a list of all topics, and similar topics were clustered together. 
Common themes and categories were grouped together to serve as a framework for 
the literature control. Interpretations were constructed through thematic analysis of the 
textual data to reveal common meanings and understanding of effective caring by PHC 
professional nurses. An independent coder with a PhD, who is an expert in qualitative 
research, was selected to analyse the transcripts independently from the researcher 
to identify the themes and categories, and to code the data. The researcher and the 
independent coder met to discuss and reach consensus about the final themes and 
categories following data analysis. 
 
1.7.1.5 Literature control 
 
Polit and Beck (2017:59) mention that qualitative researchers do not all agree about 
the value of doing an upfront literature review. Some researchers believe that when 
consulting literature before collecting data, prior studies could influence 
conceptualisation of the focal phenomenon. In this view, the phenomenon of interest 
has to be explicated based on participants’ viewpoints, rather than prior knowledge. 
Polit and Beck (2017:59) further indicate that those qualitative researchers sharing the 
same opinion often conduct the literature review at the end of the study. According to 
Yin (2016:71), literature reviews provide an overview of current knowledge of the 
research problem, mapping out the main issues in the study field. Yin (2016:72) further 
recommend that in phenomenological studies, the literature should be reviewed after 
data collection and analysis, in order to prevent the researcher’s openness from being 
influenced.  
 
According to Delport, Fouché and Schurink (2011:305), the final results of the 
phenomenology study is a general description of the phenomenon as seen through 
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the eyes of people who have experienced it first-hand; and a literature review is more 
in the form of a literature control after the data have been collected. Direct quotations 
(Yin, 2016:250) may be used to emphasise central issues. Cronin, Coughlan and 
Smith (2015:163) highlight that a fundamental part in presenting the findings involves 
including quotations from the raw data to illustrate and justify the classification of major 
themes and codes therein. In this study, themes that emerged following the process 
of data analysis were identified, and storylines from the transcribed interviews were 
provided to highlight the themes. Themes were discussed with relevant quotations 
from the participants, and the relevant literature was presented to confirm the research 
findings. Cronin, et al. (2015:163) indicate that the researcher engages in a discussion 
of the findings in the context of previous research and theories. This is regarded as a 
central part of any study because it enables the researcher to situate his/her study 
within existing knowledge about the topic. 
 
1.7.2 Phase 2: Developing a conceptual framework for facilitating effective 
caring by PHC professional nurses 
 
The conceptual framework was developed from the results gained in Phase 1 by using 
the survey list of Dickoff, James and Wiedenbach (1968). The questions of the survey 
list were: Who is the agent?, Who is the recipient?, What is the context?, What is the 
procedure or process?, What are the dynamics?, and What is the purpose or 
outcome?  
 
1.7.3 Phase 3: Description of strategies to facilitate effective caring by PHC 
professional nurses 
 
Based on the conceptual framework developed in Phase 2, strategies were described 
for PHC professional nurses to facilitate effective caring for their patients. Each 
strategy has aims and actions to achieve the objectives (McCormack, Sheridan, 
Lewis, Boudewyns, Melvin, Kistler, Lux, Cullen & Lohr, 2013:4). 
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1.7.4 Phase 4: Evaluation of strategies with PHC professional nurses and PHC 
nurse managers  
 
8 PHC professional nurses who participated in the study and 2 nurse managers, were 
invited by the researcher to evaluate the strategies. The aim of evaluating the 
strategies was to determine changes as a result of the strategies that were 
implemented (Van Heerden, Maree & Janse van Rensburg, 2016:3). 
 
1.8 ETHICAL CONSIDERATIONS 
 
Prior to gaining entry into the research sites, the researcher had to negotiate with the 
authority of the health district for permission to enter into the PHC clinics for study 
purposes. The researcher submitted the research proposal to the district ethics 
committee, which was approved, and the researcher got certification to this effect.  
 
Before going into the field, the researcher identified the PHC clinics that were to take 
part in the study. The researcher communicated her research endeavours with the 
nursing service managers and PHC nurse managers responsible for the PHC clinics 
that were chosen for the study. Copies of the permission notice from the health district 
concerned and the clearance certificate from the university (See Appendix A and 
Appendix B) were given to both the nursing service managers and the PHC nurse 
managers. Access was managed cooperatively with the intended participants, where 
PHC nurse managers assisted the researcher in identifying and recruiting the relevant 
participants.  
 
In this study, purposive sampling was used as guided by the purpose of the study. The 
sample was obtained from the accessible population, which was the portion of the 
target population to which the researcher had reasonable access. The researcher 
firstly contacted the participants face-to-face to ask whether they would take part in 
the study while building rapport and trust with them. Interview dates were set up by 
the researcher and PHC nurse managers, and the participants were contacted 
telephonically on the days of the interviews to remind them about the scheduled 
interviews and times. The researcher sought the participants intentionally because of 
their ability to inform the research from accounts of their personal experiences.  
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The following four ethical principles were adhered to throughout the research process: 
respect for autonomy, non-maleficence, beneficence, and justice. 
 
1.8.1 Principle of respect for autonomy 
 
Dhai and McQuoid-Mason (2011:64) indicate that this principle provides each 
approached individual with an opportunity to execute their right for self-determination 
by taking a decision for themselves whether or not to participate in the study. Dhai and 
McQuoid-Mason (2011:71) further mention that it is only after this process that the 
researcher will ask the potential participants to give informed written consent to 
participate in the study (See Appendix C and Appendix F). According to Polit and Beck 
(2017:141), research with human beings involves intrusions into personal lives; 
therefore, researchers need to ensure that their research is not more intrusive than it 
needs to be. Participants’ privacy should be maintained and they have the right to 
expect their data to be kept in strictest confidence. Polit and Beck (2017:140) further 
indicate that humans should be treated as autonomous agents capable of controlling 
their actions.  
 
In this study, participants’ right to self-determination was maintained throughout the 
research process. The researcher gave prospective participants the relevant 
information so they could voluntarily decide whether to take part in the study, without 
any risk of prejudicial treatment. Participants were shown the copies of the permission 
notice from the health district and the clearance certificate from the university (See 
Appendix A and B). The researcher also gave prospective participants adequate 
information about the research, ensured that participants comprehended that 
information and had the ability to voluntarily consent or decline participation (See 
Appendix C and F). Further information was given to prospective participants that they 
had the right to ask questions, to refuse to give information and to withdraw from the 
study. The consent information was presented to prospective participants while being 
recruited. The researcher ensured that the information was not only communicated to 
participants, but they understood what the information entailed. The researcher gave 
prospective participants ample time to review the consent form document before 
signing it (See Appendix C and F).  
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Polit and Beck (2017:147) highlight that anonymity is the most secure means of 
protecting confidentiality, which occurs when the researcher cannot link participants 
to their data; when anonymity is not possible, other confidentiality procedures are 
needed. In this study, anonymity was maintained by ensuring that no one, including 
the researcher, could link the study data from a particular individual to that individual. 
The research data and the master list of participants’ names and matching numbers 
were kept in a locked cupboard in the researcher’s office, which could only be 
accessed by the researcher and her supervisors. To ensure privacy and dignity, the 
study participants had the right to choose what they did and what was done to them, 
and to control when and how information about them was shared with others.  
 
Confidentiality was ensured by affording participants a promise of confidentiality, 
which was a pledge that any information participants provided would not be publicly 
reported in a manner that identifies them. Participants were also assured that the 
information gathered from them would be kept in a manner that did not connect them 
to the individual information (Summer & Cannon, 2014:89). The researcher ensured 
that participants chose who should know that they were participating in a research 
study. The research data will be destroyed two years after the publication of the 
research to ensure the process of confidentiality. 
 
1.8.2 Principle of non-maleficence and beneficence 
 
Dhai and McQuoid-Mason (2011:43) describe the principle of non-maleficence as the 
principle of avoiding harm or doing as little harm as possible. According to Polit and 
Beck (2017:139), protecting human beings from physical harm may be 
straightforward; the psychological consequences of study participation are usually 
considered subtle and require sensitivity. In this study, the researcher ensured that 
none of the participants suffered any harm during the research study. The researcher 
upheld the need for sensitivity as the study involved an in-depth exploration of 
personal experiences. The researcher discussed any discomfort openly with the 
participants; at most, this study only involved some inconvenience. The participants 
were informed that they could withdraw from the research study at any time without 
incurring any penalties. The inconvenience that was experienced by the patients was 
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the long waiting times at the PHC clinics, but the researcher tried to keep this 
inconvenience to a minimum as complete avoidance was not possible.  
 
Beneficence, as an ethical principle, imposes a duty on researchers to minimise harm 
and maximise benefits (Dhai & McQuoid-Mason, 2011:41; Polit & Beck, 2017:139). As 
the imperative of beneficence was to avoid, prevent and minimise harm while 
promoting the interests and wellbeing of others, the researcher informed the 
participants of the benefits of taking part in this research study. There were no direct 
benefits for the participants in this research.  
 
The researcher assured participants that their participation in the study or the 
information they provided would not be used against them. Study participants entered 
into a special relationship with the researcher, and the relationship was never 
exploited. Polit and Beck (2017:139) highlight that because researchers may have a 
nurse-patient, in addition to a researcher-participant relationship, special care may be 
required to avoid exploiting that bond. 
 
1.8.3 The principle of justice 
 
Polit and Beck (2017:141) indicate that one aspect of justice concerns the equitable 
distribution of benefits and burdens of research. According to Dhai and McQuoid-
Mason (2011:15), justice is described as the basic principle of ethics or fairness, which 
recognises the duty of health professionals to treat their patients justly and fairly. In 
this study, the researcher chose participants fairly based on study requirements, and 
not on a group’s vulnerability or because they were readily available. The researcher 
ensured that the participants’ rights to dignity were respected and protected at all 
times. The researcher upheld the fair treatment principle by treating those who 
declined to participate in the study, or who withdrew from the study after initial 
agreement, in a nonprejudicial manner. Study participants were protected from any 
exploitation, were offered access to desired clarification regarding the study, and were 
assured that every effort was made to minimise any potential harm while maximising 
the potential benefits of the study (See Appendix D and Appendix H).  
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1.9 MEASURES TO ENSURE TRUSTWORTHINESS 
 
According to Krefting (1991:215), trustworthiness is a measure of the quality of the 
research. Babbie and Mouton (2017:276) indicate that the approach to clarifying 
quality as manifested in qualitative research is found in the highly influential work of 
Lincoln and Guba (1985). The key criterion or principle of good qualitative research is 
found in the notion of trustworthiness, which refers to the neutrality of it’s findings or 
decisions. Babbie and Mouton (2017:277) further highlight that just as a quantitative 
study cannot be considered valid unless it is reliable, a qualitative study cannot be 
called transferable unless it is credible; and it cannot be deemed credible unless it is 
dependable. The measures to ensure trustworthiness in this study are: credibility, 
transferability, dependability and confirmability. The criteria used to ensure 
trustworthiness in this study is: Truth value, Applicability, Consistency and Neutrality, 
and will be discussed in detail in Chapter 2. 
 
1.9.1 Credibility  
 
According to Polit and Beck (2017:559), credibility refers to the confidence in the truth 
of the data and interpretations of them. In this regard, qualitative researchers are urged 
to strive to establish confidence in the truth of the findings for the particular participants 
and contexts in the research. In order to ensure credibility in qualitative studies, Polit 
and Beck (2017:559) point to Lincoln and Guba’s framework that credibility involves 
two aspects: first, carrying out the study in a way that enhances the believability of the 
findings, and second, taking steps to demonstrate credibility in research reports.  
 
1.9.2 Transferability 
 
According to Polit and Beck (2017:560), transferability refers to the potential for 
extrapolation, meaning the extent to which findings can be transferred to or have 
applicability in other settings or groups. Babbie and Mouton (2017:277) describe 
transferability as the extent to which the findings can be applied in other contexts or 
with other respondents. As qualitative researchers are not primarily interested in 
statistical generalizations; all observations are therefore defined by the specific 
contexts in which they occur. Babbie and Mouton (2017:277) maintain the idea that 
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the qualitative researcher does not maintain, or claim that knowledge gained from one 
context will necessarily have relevance for other contexts, or for the same context in 
another time frame. In qualitative studies, the obligation for demonstrating 
transferability therefore rests on those who wish to apply it to the receiving context, 
meaning the reader of the study. 
 
1.9.3 Dependability 
 
Polit and Beck (2017:559) describe dependability according to Lincoln-Guba’s 
framework as the stability or reliability of data over time and conditions. According to 
Babbie and Mouton (2017:278), an inquiry must always provide its audience with 
evidence that if it were to be repeated with the same or similar respondents (subjects), 
in the same or similar context, it’s findings would be similar. Babbie and Mouton 
(2017:278) further indicate that according to Lincoln-Guba’s framework, since there 
can be no validity without reliability; and thus no credibility without dependability, a 
demonstration of the former is sufficient to establish the existence of the latter. 
 
1.9.4 Confirmability 
 
Confirmability is the degree to which the findings are the product of the focus of the 
inquiry and not of the biases of the researcher (Babbie & Mouton, 2017:278). 
According to Polit and Beck (2017:560), confirmability is a criterion for trustworthiness 
in a qualitative inquiry which refers to the objectivity, that is, the potential for 
congruence between two or more independent people about the data’s accuracy, 
relevance or meaning. Confirmability is therefore concerned in establishing that the 
data represent the information participants provided and that the interpretations of 
those data are not invented by the inquirer. In order for this criterion to be achieved, 
findings need to reflect the participants’ voices and the conditions of the inquiry, and 
not the researcher’s biases or perspectives (Polit & Beck, 2017:560). 
 
Trustworthiness and its application to this study is discussed in-depth in Chapter Two. 
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1.10 OUTCOME OF THE STUDY 
 
The original contribution of the study was the conceptual framework and the strategies 
to facilitate effective caring for patients in the PHC clinics in Gauteng by PHC 
professional nurses.  
 
1.11 ORGANISATION OF THE CHAPTERS 
 
This research study comprises six chapters structured as follows: 
 
Chapter One: Overview of the study 
In this chapter, the focus is on the background of caring for patients by professional 
nurses, and how caring is generally viewed as the core of nursing actions that produce 
therapeutic results in the person being served. 
 
Chapter Two: Research design and method 
The chapter essentially serves as a terrain within the study to describe and justify the 
research design and the research method used for the study. 
 
Chapter Three: Description of fieldwork and research findings 
In this chapter, data relating to participants’ lived experiences are analysed, 
interpreted and presented as themes and categories. The conclusion of the chapter is 
arrived at in a scientifically credible manner based on the research findings. 
 
Chapter Four: Developing a conceptual framework for the facilitation of effective 
caring for patients by PHC professional nurses 
The focus of this chapter is on the second phase of the study, namely, developing a 
conceptual framework to facilitate effective caring for patients by PHC professional 
nurses. A description of the conceptual framework and the discussion of the 
researcher’s thinking map are included in the summary of the research findings 
regarding participants’ experiences of PHC professional nurses caring for patients. 
Dickoff, et al’s. (1968) survey list is used as a basis for the formulation of the 
conceptual framework, and consists of the agent, recipient, context, procedure, 
dynamics and terminus. 
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Chapter Five: Description of strategies for the facilitation of effective caring for 
patients by PHC professional nurses 
In this chapter, the focus is on the description of strategies to facilitate effective caring 
for patients by PHC professional nurses based on the findings of Phase 2. It includes 
the conceptualisation of the findings, and interpretation by the researcher, supported 
by the relevant literature. 
 
Chapter Six: Overview, conclusions, limitations and recommendations 
In this chapter, an overview of the research study is provided and conclusions are 
drawn based on the study findings. It is within this chapter that limitations pertaining 
to the research study are described and recommendations are made based on the 
study findings. In this chapter, it is also established how the study has managed to 
contribute to the body of knowledge in Nursing Management, Community Health 
Nursing and Nursing Education. 
 
1.12 SUMMARY 
 
An overview of the study and the description of how the study was conducted were 
presented in this chapter. The introduction and background, problem statement, 
research purpose and objectives were outlined. Key concepts were defined. The 
research design and research method were described, which entailed the population 
and sampling, data collection, data analysis and measures to ensure trustworthiness. 
Ethical considerations, which ensured adherence to the ethical principles throughout 
the research process, were presented. An outline of the proposed chapters was 
provided. The research design and method will be described in detail in Chapter Two. 
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CHAPTER TWO 
RESEARCH DESIGN AND METHOD 
 
2.1  INTRODUCTION 
 
The purpose of Chapter Two is to describe and justify the research design and the 
research method used in the study. The criteria for establishing trustworthiness and 
ethical considerations are reviewed. The four phases of the research method – the 
exploration and description of experiences of caring by PHC professional nurses and 
patients; developing a conceptual framework for facilitating effective caring by PHC 
professional nurses; description of strategies to facilitate effective caring by PHC 
professional nurses; and an evaluation of strategies with PHC professional nurses – 
are also discussed in detail. 
 
2.2  RESEARCH PURPOSE 
 
The purpose of this study was to gain an understanding of PHC professional nurses’ 
and patients’ experiences of caring, and to describe strategies to facilitate effective 
caring for patients by PHC professional nurses. 
 
2.3  RESEARCH OBJECTIVES 
 
The research objectives were: 
 
• To explore and describe PHC professional nurses’ and patients’ experience of 
caring in the clinical situation. 
• To develop a conceptual framework for PHC professional nurses to facilitate 
effective caring for patients. 
• To describe strategies for PHC professional nurses to facilitate effective caring for 
patients. 
• To evaluate strategies to facilitate effective caring for patients by PHC professional 
nurses. 
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2.4  RESEARCH DESIGN 
 
A research design (Babbie & Mouton, 2017:74) is defined as a plan or blueprint of how 
the researcher intends to conduct the research. According to Polit and Beck (2017:56), 
a research design is an overall plan for obtaining answers to research questions. 
Furthermore, a research design is described as the architectural backbone of the study 
as it indicates how often data will be collected, what types of comparisons will be 
made, and where the study will take place (Polit & Beck, 2017:56). The research 
design used in this study was qualitative, exploratory, descriptive and contextual in 
nature, which served as the overall plan for gaining insight into the lived experiences 
of both PHC professional nurses and patients. The philosophy underpinning this study 
is the postmodern philosophy of science and constructivism. Babbie and Mouton 
(2017:645) define postmodernism as a philosophical movement or paradigm that 
came to prominence in the nineteen seventies as a social theory that supports the 
search for concrete, context-specific and historically situated narratives that are not 
divorced from the social and political interests of concrete people.  
 
Postmodernism (Holloway & Wheeler, 2010:26) is regarded as a set of ideas rooted 
in philosophy which stresses the plurality of beliefs. Postmodernism is asserted to 
deny the possibility of ontological grounding, indicating that no true meaning about any 
aspect of existence is possible – at least not in any absolute sense – but can only be 
constructed by human ideology (Scott & Long, 2014:228; Kumar, 2014:39; Silverman, 
2013:26). Because postmodernism argues that no truth exists apart from the 
ideological interests of humans (Aurini, et al. 2016:45; Cronin, et al. 2015:59), the 
researcher must seek understanding from a plurality of perspectives in order to gain 
meaning on the nature of anything that the researcher is exploring.  
 
In postmodernism, all views in this perspective are regarded to be true provided that 
they are not isolated views, recognising the interplay of parts as the essence of 
wholeness (De Vos, Strydom, Strydom, Schulze & Patel, 2011:8; Lincoln, Lynham & 
Guba, 2011:107; Patton, 2015:125). Holloway and Wheeler (2010:26) emphasise that 
postmodernist researchers are anti-foundationalists, meaning they believe there is no 
absolute and universal knowledge and truth. Knowledge is regarded as provisional 
and uncertain, often with a variety of explanations of a phenomenon. Postmodernism 
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stresses the point that beliefs are multi-fold in nature and require the researcher to 
interpret the participants’ data to gain understanding (Guest, MacQueen & Namey, 
2012:14; Patton, 2015:125). Patton (2015:126) also maintains that in postmodernism, 
a permanent pluralism of cultures is the only real truth that humans must continually 
face. 
 
In this study, the researcher’s aim was to uncover the meanings the participants 
attached to their experiences. The researcher delved deeply into the plurality of 
participants’ perspectives in order to arrive at the core of meaning that each participant 
provided. This was important because in essence, the meaning which emerged from 
each perspective spoke to some part of the primacy of our very existence. Thus, the 
search for meaning or understanding (Aurini, et al. 2016:45; Holloway & Wheeler, 
2010:26; Patton, 2015:125; Silverman, 2013:26) is essentially an existential 
undertaking as postmodernism is closer to the current emphasis on the interpretive, 
interactive and relative nature of knowledge in the natural sciences. The researcher 
used postmodernism, with the purpose being to interpret the meanings the participants 
had of the context, how they created or developed their own reality, and what they 
perceived as real. Through the researcher’s position within the study context, data 
were collected from participants, which guided the development of knowledge in order 
to understand, describe and interpret a social phenomenon.  
 
As this study had a qualitative research design, the researcher used constructivism. 
Constructivism is defined as an alternative to the positivist paradigm which holds that 
there are multiple interpretations of reality; with the goal of research being to 
understand how individuals construct reality within their context (Polit & Beck, 
2017:723). Constructivism is also described as a philosophy that accepts reality as a 
construct of the human mind, with reality being conceived as subjective. As a 
philosophy, constructivism asserts reality as socially constructed and only understood 
in context (Cronin, et al. 2015:59; Lincoln, et al. 2011:102; Patton, 2015:98). The aim 
of using constructivism in this study was to understand the perspective of the study 
participants, focusing on them as people who experienced the phenomenon of 
‘caring’. In this instance, the researcher was concerned with how participants 
constructed their reality and what they perceived as real. As an epistemological 
consideration focusing exclusively on the meaning-making activity of the individual 
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mind, constructivism emphasises the importance of the unique experience of each 
individual (Lincoln, et al. 2011:103; Patton, 2015:122).  
 
Constructivism has as its central belief that human beings’ reality is constructed 
through the meanings they develop as a result of their experiences and their 
interactions with others in a social world. Constructivism seeks to understand the world 
of human experience from the perspective of the person experiencing it, with the aim 
to uncover the meanings the person attaches to those experiences (Cronin, et al. 
2015:59; Patton, 2015:124). Cronin, et al. (2015:59) indicate that the context in which 
people construct their reality is fundamental as the researcher has to explore the daily 
experiences of the participants in order to gain a better understanding of the 
participants’ world as experienced by them (Flick, 2010:122; Lincoln, et al. 2011:103; 
Polit & Beck, 2012:69). Patton (2015:127) mentions that phenomena can only be 
understood within the context in which they are studied, and findings from one context 
cannot be generalised to another. Furthermore, neither problems nor solutions can be 
generalised from one setting to another. The researcher studied the context or setting 
of the participants as the study was context and situation specific, therefore situating 
herself in the participants’ world.  
 
In this study, the researcher considered constructivism’s suggestion that each 
participant’s way of making sense of the world is as valid and worthy of respect as any 
other. Facts were regarded not to have meaning, except within some value framework 
where phenomena can only be understood within the context in which they are 
studied. The researcher used constructivism to distinguish between justified beliefs 
and opinions in order to understand the world of participants’ experiences as they 
experienced it. Meanings were revealed through engagement and interaction with the 
study participants, and the outcomes were patterns of meaning, themes and 
categories. 
 
Constructivism is consistent with postmodernism as both are relativistic (Patton, 
2015:126); both view knowledge as relative to time and place, never absolute across 
time and space, thus leading to a reluctance to generalise. Postmodernism also 
indicates that no truth or true meaning about any aspect of existence is possible, at 
least not in any absolute sense; it can only be constructed (Patton, 2015:121). 
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2.4.1  Qualitative research design 
 
A qualitative research design is described as a set of procedures for collecting, 
analysing and reporting text data to answer research questions by exploring 
participants’ views (Brown, 2014:37; Greef, 2010:129; Green & Thorogood, 2014:3; 
Offredy & Vickers, 2010:86; Plano Clark & Creswell, 2010:234). The fundamental point 
of departure for a researcher in using a qualitative research design is the fact that the 
qualitative approach is associated with naturalistic inquiry that focuses on the way 
people make sense of their experiences and the world in which they live (Franklin, 
2012:19; Green & Thorogood, 2014:22; Holloway & Wheeler, 2010:3; Patton, 2015:46; 
Schmidt & Brown, 2012:187; Scott & Long, 2014:228). Using the qualitative research 
design demonstrates the researcher’s emphasis on seeking understanding and 
describing the phenomenon in context through observing and recording data 
(Christensen, et al. 2015:68; Green & Thorogood, 2014:6; Offredy & Vickers, 2010:86; 
Plano Clark & Creswell, 2010:235; Schmidt & Brown, 2012:188; Silverman, 2013:5).  
 
The focus of this study was to understand more about a phenomenon and to explore 
patients’ experiences and those of the PHC professional nurses who provide health 
services to them. The researcher conducted qualitative research to explore the 
research problem by collecting text data to understand the participants’ experiences 
about the identified research problem. Qualitative approaches (Brown, 2014:37) are 
linked to the subjective nature of social reality and provide insights from the 
participants’ perspective. Qualitative approaches are used to understand the process 
by which participants make sense of their own experiences by being observed and 
their accounts being listened to by the researcher (Holloway & Wheeler, 2010:3; Plano 
Clark & Creswell, 2010:238). The premise that individuals are best placed describe 
situations in which participants are allowed to express their views and feelings in their 
own words (Babbie & Mouton, 2017:357; Christensen, et al. 2015:68; Holloway & 
Wheeler, 2010:6; Yin, 2016:22). In this study, the researcher’s aim was to understand, 
describe and interpret social phenomena as perceived by the participants. The use of 
the qualitative approach enabled the researcher to explore the participants’ 
experiences, uncover the meaning participants gave to their experiences, and the way 
in which they interpreted them. The researcher could see events as the participants 
saw them.  
 37 
2.4.2  Exploratory research design 
 
Exploratory qualitative research is designed to shed light on the various ways in which 
a phenomenon is expressed (Holloway & Wheeler, 2010:93). Exploratory qualitative 
research is aimed at exploring the phenomenon of interest (Babbie & Mouton, 
2017:76; Brown, 2014:37; Houser, 2015:135; Rao, 2010:72). In this study, the use of 
the exploratory research design led the researcher to obtain the participants’ insight 
and comprehension, rather than a mere collection of detailed, accurate data. The 
exploration happened through clear phrasing of the question that was aimed at the 
participants’ ability to express their views. The researcher conducted in-depth, 
individual, phenomenological interviews to explore the full nature of the phenomenon 
and the other factors with which it was related.  
 
In-depth, individual, phenomenological interviews facilitate the comprehensive 
exploration of multifaceted issues, allowing the researcher to connect these to 
personal circumstances (Aurini, et al. 2016:45; Green & Thorogood, 2014:96; Offredy 
& Vickers, 2010:165). In this study, in-depth, individual, phenomenological interviews 
were the only method for collecting data as the researcher wanted to understand the 
perspective the participants contextualised within their own experiences. The 
questions generated for the interviews were as non-directive as possible. The 
researcher initiated the interviews by using a broad, open-ended question to provide 
the participants with the opportunity to construct the meaning of the research question 
from their lived experiences and interpretations. The use of in-depth, individual, 
phenomenological interviews gave the participants enough time to develop their own 
accounts of the issues important to them. 
  
2.4.3  Descriptive research design 
 
A descriptive research design is used in a study when the researcher wants to gain 
an understanding of the topic being studied (Babbie & Mouton, 2017:76; Cronin, et al. 
2015:66; Houser, 2015:138; Schmidt & Brown, 2012:370). A descriptive research 
design was used in this study as one of the research purposes was to describe PHC 
professional nurses’ and patients’ experiences of caring in PHC clinics. The 
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descriptive nature of this study enabled the researcher to describe the participants’ 
experiences in detail, as well as interpret the information they provided.  
 
The in-depth description gave the researcher the flexibility to examine the problem 
from many different angles once she heard all the views from participants and 
documented them. Documentation of descriptions (Christensen, et al. 2015:366) is 
indicated to enable researchers to describe participants’ lived experiences as they 
experience them and the depth of all elements common to the experiences (Cronin, 
et al. 2015:66; Polit & Beck, 2017:496). The descriptiveness of the research allows a 
thick explanation that depicts the phenomenon and the process undertaken to provide 
accurate descriptions about the phenomenon (Cronin, et al. 2015:66; Polit & Beck, 
2017:526; Schmidt & Brown, 2012:15). The conceptual framework and related 
strategies were developed based on the results of the fieldwork and were described 
in detail. 
 
2.4.4  Contextual research design 
 
In a contextual research design, conducting research in participants’ natural 
environment is considered essential, since acquiring knowledge of human experience 
outside of its natural context is not possible (Babbie & Mouton, 2017:272; Downing, 
2012:44; Holloway & Wheeler, 2010:222; Patton, 2015:48; Yin, 2016:9). The 
contextual nature of this study was based on the fact that the researcher aimed to 
study the phenomenon in terms of its immediate environment or context, with the hope 
of understanding the participants’ ‘lived experiences’ within their life-world. The 
researcher was concerned with identifying what existed in their social world and the 
way it manifested itself, which, in this instance, implied the conditions and situations 
of the environment where it occurred. The researcher was also concerned with 
studying the real-world situation as it unfolded naturally without any predetermined 
constraints and findings. In this regard, the researcher set out to understand and 
document the day-to-day reality of the participants as the data emerged and the 
fieldwork unfolded during the research process.  
 
The context of this study was within the PHC clinics in in an eastern part of Gauteng, 
a province in South Africa. The PHC clinic setting was familiar to participants and a 
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consulting room away from the patients’ waiting area was used for the interviews. 
Babbie and Mouton (2017:272) and Burns and Grove (2011:40) propose that while 
conducting a study in the natural setting, the researcher need not change the 
environment for the study as the natural setting is an uncontrolled, real-life situation 
(Patton, 2015:50; Yin, 2016:9). In this study, the researcher met participants in the 
PHC clinics so that data collection occurred while participants were engaged in their 
everyday practices. During the process of engaging in naturalistic inquiry, the 
researcher became the instrument for collecting data. Participants were interviewed 
using open-ended questions in order to best understand the context in which 
experiences occurred. In contextual research designs, the collected data include 
whatever emerges as important to understanding participants’ experiences (Babbie & 
Mouton, 2017:272; Patton, 2015:50; Silverman, 2013:23). This study was unique to 
the PHC clinic context and the evidence of the uniqueness of the study was 
demonstrated by the results and findings which ensured transferability to similar 
contexts. 
 
2.5  REASONING SKILLS IN DEVELOPING A CONCEPTUAL FRAMEWORK 
AND DESCRIPTION OF STRATEGIES FOR PHC PROFESSIONAL 
NURSES TO FACILITATE EFFECTIVE CARING FOR PATIENTS 
 
The researcher utilised various reasoning skills to formulate descriptions of the 
participants’ experiences of PHC professional nurses caring for patients. The use of 
the reasoning skills informed the structure of the proposed strategies intended to 
facilitate PHC professional nurses’ effective caring for patients, thus contributing to the 
knowledge base of the nursing discipline. Basic intellectual processes are regarded 
as helpful in assisting a researcher in placing the issues of the study into a broader 
perspective (Christensen, et al. 2015:22; Polit & Beck, 2017:143; Rao, 2010:3). The 
reasoning skills utilised in this study include induction, deduction, analysis and 
synthesis. 
 
2.5.1  Induction  
 
Induction is described as the process in which specific observations are the starting 
points leading the researcher to a general focus of interest, and developing 
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conclusions from specific observations (Christensen, et al. 2015:26; Holloway & 
Wheeler, 2010:338; Rao, 2010:3). Green and Thorogood (2014:114) maintain that 
induction is a process of starting with details of experience and moving to a general 
view because researchers are able to take particular ideas and express an overall 
general summary about the phenomenon. Hall and Ritchie (2013:81) describe 
inductive thinking as nurses being able to write about their own observations from 
within practice and developing theories over time. Induction is regarded as a non-
traditional method for finding and developing research problems. When using 
induction, the researcher spends considerable time going back and forth through the 
transcripts to identify important connections, and the researcher gains greater insight 
into the issue under investigation (Babbie & Mouton, 2017:273; Brown, 2014:38; 
Green & Thorogood, 2014:114; Schmidt & Brown, 2012:17; Walliman, 2011:62).  
 
In this study, the researcher used inductive reasoning to move from details to slightly 
more general-encompassing concepts, and finally to a set of themes that portrayed 
the important aspects of the experience, offering the researcher actuality. To deal with 
dependability more directly, the processes within the research study were documented 
at length, thus allowing future investigators to repeat the work. Through induction, the 
researcher was able to integrate the evidence which was critical in shaping the phases 
of the development, description and evaluation of the strategies. Research questions 
related to the meaning of the experience for both PHC professional nurses and 
patients were addressed with inductive reasoning that identified regularities, patterns 
and tendencies which offered a high probability as a way to guide nursing practice. 
 
2.5.2  Deduction  
 
According to Green and Thorogood (2014:114), deductive reasoning is defined as the 
process of starting with the general picture – the theory of attentively embracing a 
story – and moving in a specific direction for practice and research. Deductive 
reasoning or deduction is described as moving from the general to the specific. 
Deductive reasoning moves from a pattern that might be logically or theoretically 
expected to observations that test whether the expected pattern actually occurs. From 
a general theoretical understanding, the researcher derives or deduces an 
expectation. Deductive reasoning is further regarded as to theorise in a deductive 
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direction, where the researcher begins with abstract concepts or a theoretical 
proposition that outlines the logical connection among concepts, and then moves 
toward concrete empirical evidence (Cronin, et al. 2015:4; Holloway & Wheeler, 
2010:12; Houser, 2015:80; Polit & Beck, 2017:48; Rao, 2010:3; Walliman, 2011:60).  
 
Deductive reasoning is also useful for the researcher as it enables reasoning from a 
known, generally accepted principle to the as yet unknown, or from the general to the 
specific, which provides complete and certain evidence for conclusions (Tappen, 
2016:22; Schmidt & Brown, 2012:17). In this study, the researcher used deductive 
reasoning to develop the conceptual framework from the results of the 
phenomenological study. Strategies (for the facilitation of effective caring for patients 
by Primary Health Care professional nurses) were then developed from the conceptual 
framework (See Chapter 5).  
 
2.5.3  Analysis  
 
Brown (2014:223) indicates the goal of analysis is to reach conclusions that represent 
the findings of the individual studies as a body of findings, which is different from 
looking at each one in isolation. Analysis is of significance because the main concepts 
are identified, classified and defined (Cronin, et al. 2015:20; Offredy & Vickers, 
2010:26; Rao, 2010:83; Streubert & Carpenter, 2011:81; Tappen, 2016:425; 
Walliman, 2011:176). In this study, the researcher was immersed within the generated 
data to fully engage in the analysis process of the interpretive phenomenology. This 
enabled the researcher not just to relate the essence of an experience, but also to 
discern the meaning of the experience.  
 
During this phase, the researcher read, reflected, discussed and wrote about the 
participants’ experiences in an attempt to grasp the essence of their experiences. 
Through analysis, the researcher provided clarification of facts and concepts based 
on the obtained data. During this process, the researcher distinguished the 
phenomenon with regard to elements or constituents, where an existing body of 
theoretical knowledge was consulted. As the researcher listened to the interviews and 
was immersed in the data, this enabled her to explore and describe the concepts that 
were relevant in the description of strategies. 
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2.5.4  Synthesis  
 
Synthesis is defined as the combination of findings from many studies in the form of 
conclusions, with the aim to pull together various facts, arguments, perspectives, 
concepts and viewpoints. Parts of data are combined into a whole to make sense of it 
(Brown, 2014:223; Holloway & Wheeler, 2010:12). In this study, synthesis took place 
at the end of the data analysis stage where new knowledge claims that go beyond any 
single study were produced (See Chapter 1). The process enabled the researcher to 
bring the research findings together to describe a conceptual framework and 
strategies. 
 
2.6  RESEARCH METHOD 
 
This study took place in four phases. In Phase 1, PHC professional nurses’ 
experiences of caring for patients were explored and described. Secondly, patients’ 
experiences of PHC professional nurses’ caring were explored and described. In 
Phase 2, a conceptual framework was derived from the results of Phase 1. In Phase 
3, strategies to facilitate effective caring by PHC professional nurses were described, 
and in Phase 4, an evaluation of the strategies with PHC professional nurses and PHC 
nurse managers was conducted. 
 
2.6.1  Phase 1: Exploration and description of experiences of caring by PHC 
professional nurses and patients 
 
In this study, phenomenology was utilised to gather the participants’ life experiences 
and to describe them as they were lived by the participants. Phenomenological 
methods are rooted in philosophy, with popular views on the origins from the work of 
the philosopher, Heiddeger (Polit & Beck, 2017:472) In the author’s philosophy, 
Heiddeger goes beyond mere description of phenomena to their interpretation; the 
author’s philosophy is used to interpret the meaning of the phenomenon in context 
(Babbie & Mouton, 2017:22; Houser, 2015:400; Offredy & Vickers, 2010:100; Plano 
Clark & Creswell, 2010:238). Burns and Grove (2011:76) indicate that in Heidegger’s 
view, the researcher interprets the data by creating a strong, insightful text, that brings 
the described phenomenon to mind and gives meaning to the phenomenon.  
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The subjective meanings of the experiences as expressed by the participants in this 
study led the researcher to use the phenomenological philosophy developed by 
Heiddeger (Babbie & Mouton, 2017:22; Houser, 2015:400) to interpret the data and to 
aid understanding. In using the phenomenological approach, the researcher focused 
on the life-world and lived experiences, which were described by the participants who 
reflected on them. Phenomenological research enabled the researcher to understand 
the participants’ lived experiences and make interpretations of the meaning as 
described by the participants through the use of reflexivity. Reflexivity is described 
(Babbie & Mouton, 2017:22; Christensen, et al. 2015:336; Patton, 2015:137) as critical 
thinking that involves the researcher’s self-awareness and critical self-reflection on his 
or her potential biases and predispositions as these might affect the research process 
and conclusions. Jones (2012:6) describes reflexivity in qualitative research to mean 
that the researcher partakes in a significant exploratory process of reviewing her 
prejudices, theoretical tendencies, and preferences as a researcher and participant. 
 
In this study, the use of reflexivity enabled the researcher to ask participants 
meaningful and relevant questions. As human beings are self-reflective and based in 
everyday life, the researcher used phenomenological hermeneutical research to 
humanise the research; it was not merely technical and utilitarian. Hermeneutics 
provided the researcher with a theoretical framework for interpretive understanding or 
meaning of the phenomenon, with special attention to context and the original 
purpose. According to Polit and Beck (2017:472), Heidegger stressed interpreting and 
understanding-not just describing human experience. Heidegger’s premise is 
regarded as that the lived experience is inherently an interpretive process, and that 
hermeneutics is a basic characteristic of human existence. In this regard, the term 
hermeneutics refers to the art and philosophy of interpreting the meaning of an object. 
The goals of interpreting phenomenologic research being to enter another’s world and 
to discover the practical wisdom, possibilities and understandings found there. In this 
study, the interpretation of meaning was characterised by a hermeneutical circle or 
spiral, which, in principle, is an infinite process.  
 
Babbie and Mouton (2017:30) indicate that the term ‘hermeneutic circle’ originated in 
the philosophy of Heiddeger, and it refers to the fact that an interpretation of 
participants’ text looks at parts of their lived experience. After parts have been 
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interpreted, the whole is interpreted, going back in a spiralling process. The end of the 
interpretation is regarded to be achieved when the researcher has gained a 
reasonable understanding and meaning of the text (Franklin, 2012:226; Holloway & 
Wheeler, 2010:225). According to Patton (2015:137), this process is considered to 
end in practice when sensible, coherent understanding, free of inner contradictions, 
has been reached. Through accessing and interpreting the experiences of both 
patients and PHC professional nurses, in this study the researcher was able to draw 
meaning and understanding from the participants’ experiences with regard to PHC 
professional nurses caring for patients.  
 
According to Patton (2015:137), the hermeneutic viewpoint involves the belief that 
there is no such thing as a pure description where every communicative act involves 
interpretation. When the social researcher writes about an ‘experience’, it is regarded 
as an act of reconstruction. In this study, the researcher used hermeneutics to 
establish the context and meaning for what the participants said. The researcher also 
used hermeneutics in constructing the ‘reality’ on the basis of the interpretations of 
data with the help of the participants who provided the data. Bracketing was not used 
because the researcher believed that her prior experiences might become sources of 
knowledge and sensitise her to the meanings that might be presented in the data 
collection. Babbie and Mouton (2017:30) assert that prior understandings and 
prejudices help shape the interpretive process for the researcher. From the 
participants’ experiences, the researcher gains insight and extract common themes, 
which are the essential structures or essences that human beings have in common. 
The researcher concentrates on the ‘emic’ perspective, which is the focus on the views 
of the participants in the research, their perceptions, meanings and interpretations 
(Holloway & Wheeler, 2010:220; Plano Clark & Creswell, 2010:239).  
 
In this study, through the use of the phenomenological approach, the researcher was 
able to understand a single phenomenon by collecting information on it and describing 
essential aspects of the experiences and meanings of participants who have 
experienced the phenomenon. The researcher used this approach as she was 
interested in learning about that single phenomenon of ‘PHC professional nurses 
caring for patients’ as it was actually experienced by both PHC professional nurses 
and patients. 
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2.6.1.1  Fieldwork  
 
Holloway and Wheeler (2010:339) indicate that fieldwork involves the collection of 
data outside the laboratory; in this case, it involves the researcher entering into and 
engaging with the lived experience of participants in the field. Fieldwork is described 
as all the activities that the researcher engages in while in the field (Christensen, et al. 
2015:375; Green & Thorogood, 2014:170; Polit & Beck, 2017:729). In this study, 
fieldwork involved a process whereby the researcher spent time in the PHC clinics 
discussing the research problem with patients and PHC professional nurses. During 
this process, the researcher watched, listened, recorded and interpreted data while 
also dealing with the ethical dilemmas she faced while in the field. The value of the 
fieldwork was identified when the researcher successfully engaged in relationships 
with all stakeholders and was able to better understand the participants and the 
settings in which care is provided. The researcher also kept notes of interesting facts 
and situations that occurred in the research sites. 
 
a) Population and sampling 
 
A population is defined as a complete set of persons or objects that possess some 
common characteristics of interest to the researcher (Babbie & Mouton, 2017:100; 
Rao, 2010:15). A population is further described as the entire group of persons or 
objects that meet the designated set of criteria the researcher is interested in studying 
(Christensen, et al. 2015:162; DePoy & Gitlin, 2011:161; Holzemer, 2010:87; Houser, 
2015:193;). The target population in this research study comprised PHC professional 
nurses and patients older than 18 years of age in the PHC clinics in an eastern part of 
Gauteng Province, South Africa.  
 
Sampling is described as a process of selecting a subset of a population in order to 
obtain information regarding the phenomenon being studied (Aurini, et al. 2016:150; 
Babbie & Mouton, 2017:164; Galvin & Holloway, 2015:182; Holzemer, 2010:87; 
Houser, 2015:164; Plano Clark & Creswell, 2010:252; Polit & Beck, 2017:249; 
Tappen, 2016:129; Taylor & Francis, 2013:191; Yin, 2016:93). In this study, purposive 
sampling was used and guided by the purpose of the study. Sampling directed the 
researcher’s decisions about who should be included. The sample was obtained from 
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the accessible population, which was the portion of the target population to which the 
researcher had reasonable access. Sampled participants were considered 
information-rich because they were seen as individuals who were most likely to 
provide data of sufficient relevance and depth. Purposive sampling enabled the 
researcher to select those participants who were regarded as having the relevant lived 
experiences to assist the researcher in gaining an in-depth understanding of their lived 
experiences. 
 
Inclusion criteria for the selection of participants: According to Plano Clark and 
Creswell (2010:252), eligibility criteria are used by the researcher to select study 
participants as follows: 
 
• PHC professional nurses working in the PHC clinics, in an eastern part of Gauteng 
Province for two years or longer, who expressed a willingness to share information 
with the researcher. 
• Patients who were 18 years of age and older, conversant in either English or Zulu, 
attending PHC clinics located in an eastern part of Gauteng Province for 
comprehensive services for two years and longer, who expressed a willingness to 
share information with the researcher. 
• Two PHC clinics: two community health centres that were similar were sampled in 
an eastern part of Gauteng Province to serve as research sites. 
 
The inclusion criteria reflected the participants’ characteristics as depicted in Table 
2.1. 
 
Table 2.1: Sampling inclusion criteria for PHC professional nurses and 
patients 
Professional nurses Patients 
Working in the PHC clinics in Gauteng 
Province for two years or longer. 
18 years and older. 
Express a willingness to share 
information with the researcher. 
Conversant with either English or isiZulu 
language. 
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Professional nurses Patients 
Two PHC clinics, both community 
health centres that were similar, were 
sampled in an area eastern part of 
Gauteng Province to serve as research 
sites. 
Attending two PHC clinics located in an 
area eastern part of Gauteng Province 
for comprehensive services for two 
years or longer. 
Express a willingness to share 
information with the researcher. 
 
In this study, sampling was continued until data saturation was reached. Data 
saturation occurs when no new information is obtained from the participants about the 
phenomenon of interest. Data saturation is attained when no new concepts arise, and 
there is redundancy of data (Boswell & Cannon, 2014:233; Cronin, et al. 2015:17; 
Houser, 2015:392; Offredy & Vickers, 2010:141).  
 
b) The setting 
 
According to Green and Thorogood (2014:95), the setting should assist in avoiding 
noise and disturbances that might be experienced, which will enhance not only the 
quality of the tape-recorded information, but also the interview itself. In this study, 
interviews were held in quiet consulting rooms away from the patients’ waiting area. 
These consulting rooms ensured the privacy of the participants and enabled the 
researcher and the participant to concentrate and engage fully in the interview 
process. 
 
c) The pilot study 
 
A pilot study is described as a small-scale version or ‘dummy run’ of the primary study. 
Conducting pilot studies is regarded essential for researchers in order to find 
operational efficiency (Christensen, et al. 2015:285; Lacey, 2015:26; Houser, 
2015:306; Polit & Beck, 2017:195; Rao, 2010:46; Yin, 2016:37). In this study, pilot 
interviews were conducted with three participants who fulfilled the required set criteria 
for the population before the primary study took place. The purpose of the pilot 
interviews was to test and see if the whole recruitment process, the methods and 
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procedures of the study worked prior to full implementation. The focus of the pilot 
interviews was not to answer research questions but to ensure that the individual 
interviews could be evaluated for efficiency. During this process, the researcher 
ensured that participants understood the research question fully in order to accomplish 
the research plan. The pilot interviews were similar to the parent study, with similar 
methods and procedures that yielded preliminary data. 
 
d) Data collection 
 
Data were collected by means of in-depth, individual, phenomenological interviews, 
observations and field notes. The role of the researcher was also discussed.  
 
(i) In-depth individual phenomenological interviews 
 
The use of in-depth, individual, phenomenological interviews provides useful 
information when participants cannot be directly observed (Green & Thorogood, 
2014:112; Plano Clark & Creswell, 2010:257; Tappen, 2016:261).  
 
In this study, the researcher gained entry into participants’ lived experiences through 
in-depth, individual, phenomenological interviews which focused on the essential 
experiences of the participants. The researcher engaged in extensive data collection, 
spent a great deal of time at the two sampled PHC clinics, and engaged participants 
in the phenomenon under study. Each interview lasted approximately 45-60 minutes, 
and was conducted face-to-face, in English or isiZulu. The interviews allowed the 
researcher to gain insight and in-depth data from participants as she tried to address 
questions related to exploring their personal experiences. A high-quality audio-
recorder was used to record all the interviews, which were transcribed verbatim during 
data analysis. Cronin, et al. (2015:72) and Houser (2015:401) highlight that by 
recording the interviews, the researcher is able to preserve the participants’ words 
accurately. Holloway and Wheeler (2010:88) indicate that in-depth, individual, 
phenomenological interviews allow the researcher more opportunity to explore 
answers for clarification and to obtain more in-depth responses from participants.  
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The researcher was concerned with eliciting in-depth accounts from participants, with 
room for them to select the aspects they wished to emphasise. The researcher 
discussed the question of interest with the participants in order to construct new 
knowledge regarding the phenomenon studied. The participants were allowed to 
respond freely and provide the most information possible. The researcher commenced 
the in-depth individual phenomenological interviews for PHC professional nurses with 
the single broad, open-ended question, “What are your experiences of caring for 
patients in your clinic?” The question in isiZulu is: “Yiziphi izimo ohlangabezene 
nazo uma unakekela iziguli zakho eklinikini lakho?” The question posed for 
patients was: “How are professional nurses caring for you in your clinic?” The 
question posed in isiZulu is: “Bakunakekele kanjani abahlengikazi uma uzobabona 
ekliniki?”The broad, open-ended questions allowed participants to share their views 
relatively unconstrained by the researcher’s perspective or past research findings. The 
broad, open-ended questions also allowed the participants to create their own options 
for responding without being forced into response possibilities. The broad, open-
ended questions (Holloway & Wheeler, 2010:89; Plano Clark & Creswell, 2010:257; 
Polit & Beck, 2017:270; Schmidt & Brown, 2012:190) posed to participants gave them 
an opportunity to be specific and to provide rich, detailed information about the 
phenomenon under study. 
 
According to Brown (2014:39), interviews enable participants to be reflective about 
their experiences and what these experiences mean to them. The use of in-depth 
individual phenomenological interviews further allows the most useful information to 
be generated that enables the researcher to construct meaning of human experiences. 
In addition, in-depth, individual phenomenological interviews produce straightforward 
descriptions of participants’ experiences in order to arrive at an understanding of ‘what 
it means’ to experience (Boswell & Cannon, 2014:235; Brown, 2014:41; Green & 
Thorogood, 2014:95; Tappen, 2016:259).  
 
In this study, eight in-depth individual phenomenological interviews proceeded in a 
manner where the researcher gave minimal responses as guided by the central 
question. The focus was to explore the participants’ life-world. The researcher 
refrained from expressing an opinion or sharing personal experiences with the 
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participants. During the interview process, the researcher performed the following 
communication techniques to elicit more information from participants: 
 
• Probing  
Plano Clark and Creswell (2010:259) describe probes as sub-questions under the 
main questions that the researcher asks to elicit more information. The aim of probing 
is to allow participants to tell their stories and to provide detailed accounts of their 
experiences. Probing enables the researcher to provide a facilitative audience for the 
stories (Green & Thorogood, 2014:118; Holloway & Wheeler, 2010:92; Plano Clark & 
Creswell, 2010:259; Yin, 2016:132).  
 
In this study, the researcher applied probes to encourage elaboration. Questions such 
as “Anything else?”, “And then what happened?” as well as “Tell me more about that” 
were used. The researcher avoided leading questions that suggested particular 
answers, or which framed the participants’ replies to them. Probes were used to 
encourage participants to clarify what they said, and to enhance the search for 
meaning and reasons. Questions used for probing followed up on certain points that 
participants made or words they used. 
 
• Prompts  
Rather than only being an interested listener, the researcher used her discretion to 
prompt through minimal responses – “please tell me more about that” – to encourage 
information flow from participants. The researcher did not interrupt participants but 
used prompts which included noises to encourage participants to continue, such as 
“uh-huh” and “mm”, as well as nonverbal cues such as head nodding. The researcher’s 
stance, eye contact and leaning forward encouraged reflection by participants. Green 
and Thorogood (2014:119) and Holloway and Wheeler (2010:93) indicate that the use 
of effective listening skills enables researchers to elicit further ideas from participants 
by rephrasing and repeating some of the words used by participants. 
 
• Summarising 
The aim of summarising participants’ last statements is to capture the main points of 
the interview (Holloway & Wheeler, 2010:92). In this study, summarising the 
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participants’ last statements encouraged the participants to talk more. The researcher 
summarising the main points encouraged the participants to reconsider whether they 
left anything out. Participants became fluent talkers, reconstructing their experiences 
and their feelings while the researcher listened attentively and assimilated the essence 
of their stories. The researcher summarised the participants’ responses in an effort to 
highlight the information most relevant to the research question. 
 
(ii) Observation and field notes 
 
According to Plano Clark and Creswell (2010:262), field notes are regarded as the 
backbone of collecting and analysing field data, and the production of reality in texts 
starts with taking field notes. Field notes are considered to be absolutely essential to 
the success of fieldwork and comprise everything the fieldworker believes to be of 
importance (Patton, 2015:387). Plano Clark and Creswell (2010:262) further indicate 
that descriptive field notes include the detailed and accurate descriptions of what the 
researcher saw, heard, experienced and thought about in the course of the interview; 
which is a description of events experienced through watching and listening. Marshall 
and Rossman (2011:97) highlight that methodological notes include the researcher’s 
instructions, reminders and critical notes during data collection. 
 
In this study, the researcher was engaged in the fundamental work of taking field notes 
after the interview process (See strategies applied to ensure credibility). The 
researcher wrote field notes immediately following each interview, which contained 
what the researcher observed and believed to be worth noting. Field notes written by 
the researcher were descriptive, dated and contained basic information such as where 
the observation took place, what the physical setting was like, and what social 
interactions occurred. The researcher also wrote personal notes, which were notes on 
her own ideas, reactions, feelings and experiences. During this process, the 
researcher generated two types of field notes, namely analytical and observation 
notes. In the analytical notes, the researcher attempted to mentally capture and 
remember as much detail as possible, such as who was in the field setting and what 
they looked like, which could be recalled later to aid the production of field notes. 
Observation notes comprised observations taken in the field that acted as a kind of 
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reminder to the researcher for later production of more comprehensive field notes (See 
strategies applied to ensure credibility). 
 
(iii) The roles of the researcher 
 
In this study, the researcher viewed herself as the research instrument; meaning, she 
read scientific books which were essential in building a knowledge base for the 
research project. In order to use the knowledge in an informed manner, the researcher 
had to understand the research methodology, be able to analyse research reports, 
and fully utilise the knowledge gained in her specific practice situation. The researcher 
also engaged in a role where she was the creator and disseminator of knowledge, 
indicating that she conducted her own research in order to create knowledge. The 
researcher gathered and analysed her own data rather than working with anonymous 
data collected by other researchers. De Vos, et al. (2011:13) indicate that the 
researcher has to recognise that she is an integral part of the research, and therefore 
engage in an explicit analysis of her own role. 
 
According to Polit and Beck (2017:164), qualitative researchers do not use research 
control or randomness, but they are as interested as quantitative researchers in 
discovering the truth about human experience. Botma, Greeff, Mulaudzi and Wright 
(2016:85) define bias as any influence that produces a distortion or misrepresentation 
of an outcome of a particular finding of a study. Reflexivity is defined as the process 
of reflecting critically on the self by the researcher, and of analysing and making note 
of personal values that could affect data collection and interpretation (Polit & Beck, 
2017:164). 
 
Polit and Beck (2017:164) further indicate that self-awareness and introspection can 
enhance the quality of any study, while reflexivity can be regarded as a useful tool in 
quantitative as well as qualitative research. In this study, the researcher relied on 
reflexivity to guard against personal bias in making judgements by acknowledging that 
she was part of the setting, context and the phenomenon under study. The researcher 
used the process of self-reflection to explore her own biases, preferences and 
theoretical inclinations about the research. Furthermore, in order to be reflexive about 
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every decision made during the inquiry, the researcher wrote reflexive thoughts in 
memos.  
 
In this study, the researcher’s attention was sharply focused on the issue under 
investigation throughout the research project. The most powerful factor the researcher 
used in this study involved the establishment of rapport with the participants. Satir 
(2013:24) states that the researcher needs to consider the issues of transparency and 
self-disclosure, which become important concerns in order to use the personal self 
effectively in the research project. 
 
2.6.1.2  Data analysis 
 
Data analysis is described as the systematic organisation and synthesis of research 
data, which consist of data collection-analysis-collection-analysis until data saturation 
has been achieved (Cronin, et al. 2015:20; Houser, 2015:138). In this study, the 
researcher selected and used thematic analysis developed by Giorgi to identify typical 
responses (Polit & Beck, 2017:539). Thematic analysis assisted the researcher to 
extract meaning, to provide a way of linking diverse experiences or ideas together, 
and to interrelate different examples and features of the data.  
 
In the initial step of data analysis, the researcher transcribed the audio-recorded 
interviews word for word. According to Babbie and Mouton (2017:489) and Guest, et 
al. (2012:13), transcription of the interviews should be done as soon as possible after 
the interview. After the interviews are transcribed, the researcher has to listen to the 
recordings, read through the interview transcripts and make notations or observations 
on the transcript (Burns & Grove, 2011:93; Holloway & Wheeler, 2010:223; Lathlean, 
2015:478; Maxwell & Miller, 2010:465). The initial reading results in tentative ideas 
about categories and relationships in data. The next step is the identification of units 
of meaning in the data, which is described by Giorgi as the ‘marking of what is of 
interest in the text’ (Babbie & Mouton, 2017:489; Maxwell & Miller, 2010:465; Plano 
Clark & Creswell, 2010:279). 
 
The basis for the use of thematic analysis in this study was its ability to reduce the 
complexity of the participants’ accounts by looking for patterns or themes in the data. 
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According to Christensen, et al. (2015:376), themes are recurrent concepts which can 
be used by the researcher to summarise and organise the range of topics, views and 
experiences voiced by participants (Cronin, et al. 2015:146; Green & Thorogood, 
2014:209; Harding, 2013:4; Yin, 2016:186). During the initial phases of data analysis 
in this study, the researcher became familiar with the data as it was gathered through 
the process of reading and rereading the notes and transcripts, recalling observations 
and experiences, and listening to the audio-recordings until she became immersed in 
the data. In phenomenology, the researcher’s immersion in the data is referred to as 
‘dwelling within the data’ (Babbie & Mouton, 2017:489; Cronin, et al. 2015:160). 
 
Units of meaning were illuminated and the identified topics were turned into categories, 
which expressed the insight that was contained in them. A list of topics was made 
where similar topics were clustered together in an attempt to constitute the parts of 
the descriptions. The researcher ensured that the parts of the descriptions were 
relevant and centred on the phenomenon under study. Holloway and Wheeler 
(2010:223) highlight that grouping related topics together enables the researcher to 
reduce the list of categories and arrange data in columns under broad categories, sub-
categories and left-overs. 
 
Green and Thorogood (2014:211) and Plano Clark and Creswell (2010:280) indicate 
that the researcher makes a list of all the themes which serve as the initial set of codes 
by going through the whole transcript. In this study, the researcher derived themes by 
looking for topics that came up frequently and looking for similarities. Common themes 
were highlighted and written in the margin as they came to mind. The process of 
identifying themes helped the researcher to categorise participants’ accounts in ways 
that could be summarised. The various accounts gathered were compared with each 
other to classify those themes that recurred or which were common in the data set.  
 
Green and Thorogood (2014:228) propose that the researcher conducts member 
checking by taking the findings back to the participants and ensuring that they agree. 
The researcher conducted member checking on the spot during the course of the 
interviews and at the end of each interview, with the aim to achieve an ‘emic’ 
understanding and attain the ultimate mark of credibility that the researcher and the 
participants’ accounts tally.  
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Copies of the transcripts were sent to the identified independent coder. The 
independent coder was an expert with proven knowledge of qualitative research data, 
who analysed the transcripts independently of the researcher and identified categories 
and themes. The researcher and the independent coder met to discuss and reach 
consensus about the key themes and categories following data analysis. The 
researcher then identified potential verbatim quotations to be included in the research 
report in order to illustrate the key themes. Key themes and categories (Green & 
Thorogood, 2014:213; Lathlean, 2015:478) serve as a framework for the literature 
control. 
 
2.6.1.3  Literature control 
 
A literature control was conducted to re-contextualise the findings and results of the 
analysis into existing theoretical literature. The literature covering professional nurses 
caring for patients and lived experiences were consulted. The rationale for postponing 
the literature review was related to the goal of achieving a pure description of the 
phenomenon under investigation. The use of a literature control (Plano Clark & 
Creswell, 2010:118; Streubert & Carpenter, 2011:92) allows the participants’ view to 
emerge without being constrained by the views of others from the literature. 
 
2.6.2  Phase 2: Developing a conceptual framework for facilitating effective 
caring for patients by PHC professional nurses 
 
The researcher engaged in conceptualisation to identify and clarify the concepts to be 
used in the study because abstract concepts are regarded as being good for thinking, 
but need refining for use in empirical research. Conceptualisation is described as the 
thought process that goes on in our minds when we gather impressions or perceptions, 
observe their similarities, and put their similarities together to make up a new thought 
which expresses the similarities, thereby giving it a name (Bothma, et al. 2016:271; 
Green & Thorogood, 2014:41; Yin, 2016:79). Polit and Beck (2012:128) describe a 
conceptual framework as the less formal means of organising phenomena than 
theories, and dealing with abstractions or concepts that are observable phenomena 
assembled by virtue of their relevance to a common theme. 
 
 56 
The conceptual framework was described utilising Dickoff, et al’s. (1968:415-435) 
survey list. The questions of the survey list were, Who is the agent?, Who is the 
recipient?, What is the context?, What is the procedure or process?, What are the 
dynamics? and What is the purpose or outcome? 
 
A brief outline of the six elements follows: 
 
• Agent - Who performed the activity? 
• Recipient - Who was the recipient of the activity? 
• Context - In what context was the activity performed? 
• Procedure - What was the guiding procedure? 
• Dynamics - What was the energy source for the activity? 
• Purpose/outcome - What was the purpose/end product of the activity? 
 
2.6.3  Phase 3: Description of strategies to facilitate effective caring for 
patients by PHC professional nurses 
 
In this phase, the researcher described strategies to facilitate effective caring for 
patients by PHC professional nurses in the PHC clinics based on the conceptual 
framework developed in Phase 2. According to McCormack, et al. (2013:4), each 
strategy should have aims and actions to achieve the objectives. Grant (2011:18) 
defines a strategy as a plan, method or series of actions designed to achieve a specific 
goal or effect. A strategy is further described as simply the ‘how to’ means or guiding 
actions to achieve the long-term objectives. In this study, the researcher described 
how PHC professional nurses in the PHC clinics would get things done. Grant 
(2011:16) indicates that describing strategies is the essential step between figuring 
out the researcher’s objectives and making changes to reach them, as strategies are 
more concerned with the quest for success. 
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2.6.4  Phase 4: Evaluation of strategies to facilitate effective caring for patients 
with PHC professional nurses and PHC nurse managers 
 
The focus of this section is on the evaluation of the strategies by PHC professional 
nurses and the PHC nurse managers, which is Phase 4 of the study. The researcher 
wanted to evaluate the essential strategies to determine the views, significance and 
the practical effectiveness of the described strategies (Van Heerden, et al. 2016:3). 
The researcher went back to participants to evaluate the strategies after they were 
described and implemented in the two PHC clinics that participated in the study. 
 
2.6.4.1 Preparation for the field 
 
In order to ensure success and effectively conduct the meeting to evaluate the 
strategies, the researcher had to make certain arrangements beforehand. Prior 
arrangements for the meeting were undertaken to ensure that the aims and objectives 
of the meeting were achieved. The aspects that were considered important before the 
meeting took place included: which participants were to be invited to participate in 
evaluating the strategies; the date and time for the meeting; booking for the venue for 
the meeting; making copies of the described strategies; and acquiring writing pads for 
participants to write down their feedback. 
 
Prior to choosing the exact date for the meeting to evaluate the strategies, the 
researcher made all participants aware that they would be requested to come to a 
meeting on a particular day in order to evaluate the strategies. After all the planned 
arrangements were finalised, the researcher put the plan into action by inviting the 
participants. 
 
2.6.4.2 Population and sampling 
 
The eight PHC professional nurses who participated in the study, as well as the two 
PHC nurse managers responsible for the two PHC clinics where the study took place, 
were invited to participate in the meeting to evaluate the strategies. The two PHC 
nurse managers were invited as they had background information regarding the study 
which took place in the PHC clinics they supervise. They also had many years' 
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experience supervising PHC clinics. The invitation to participate in the evaluation of 
the strategies was communicated to all participants telephonically a week prior to the 
scheduled date and time of the meeting, followed by an email. 
 
2.6.4.3 Data collection 
 
The meeting was held on the scheduled date and time, which was the 22nd of January 
2019, from 09:00-12:00. The venue used for the meeting was a lecture room at the 
Kempton Park Training Unit. The venue was considered suitable for the meeting as it 
was a neutral space for all participants and centrally located to each participant's 
workplace. 
 
The venue was also regarded as suitable for the meeting as it was far from PHC clinic 
disruptions and noises, has adequate space and is equipped with enough resources, 
such as chairs and tables. 
 
During the official opening of the meeting, the researcher welcomed all participants 
and thanked them for attending the meeting. The aim and the purpose of the meeting, 
as well as how the meeting would proceed, were explained to participants. This was 
done in order to emphasise the importance of the meeting and to help participants 
understand why they were invited. A phenomenological approach was used. The 
researcher distributed handouts with the described strategies and writing pads to the 
participants. 
 
The researcher gave participants 45 minutes to read through the handouts containing 
the described strategies. The question posed was “How are the strategies for you?”. 
This question was follow up by the request that participants should read through the 
strategies and critically reflect on the effectiveness and significance of the strategies, 
and write their thoughts down in the writing pads. Participants were also encouraged 
to respond freely and to give as much information as possible. This gave participants 
an opportunity to be specific and to provide rich, detailed information regarding the 
strategies. 
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2.6.4.4 Data analysis: Thematic coding of written evaluation of strategies 
 
After the written, narrative feedback was received from participants, the researcher 
involved herself in the collected data by reading and rereading (Bothma, et al. 
2016:226) the participants' written feedback in order to get to know the collected data 
thoroughly. This resulted in tentative ideas about relationships in the data. Thematic 
analysis described by Giorgi (Babbie & Mouton, 2017:489) as marking what is of 
interest in the text, was used to analyse the data. Themes were derived through 
looking for topics that came up frequently (Holloway & Wheeler, 2010:223), and 
categories were identified by clustering similar topics in an attempt to constitute the 
parts of the descriptions. 
 
2.7  ETHICAL PRINCIPLES 
 
The ethical principles adhered to in this study were autonomy, non-maleficence, 
beneficence and justice. See Chapter One for the discussion and application to this 
study. 
 
2.8  TRUSTWORTHINESS OF THE RESEARCH 
 
Trustworthiness is defined as the honesty of the data collected from or about the 
participants (Schmidt & Brown, 2012:354). To ensure trustworthiness, the researcher 
used Lincoln and Guba’s (1985 in Krefting, 1991) reference framework of strategies 
(Polit & Beck, 2017:161), namely credibility, dependability, transferability and 
confirmability. An application of trustworthiness is presented in Table 2.2. 
 
2.8.1  Credibility 
 
According to Yin (2016:39), trustworthiness is ensured when the researcher has 
succeeded in establishing confidence in the truth of the research findings. Credibility 
of qualitative research focuses on ensuring that the results accurately represent the 
underlying meaning of the data (Houser, 2015:220; Krefting, 1991:215). For credibility 
to be achieved in this study, the researcher adopted well-established methods to 
perform her research study. The researcher engaged in data collection for a prolonged 
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period and used triangulation of sources where both patients and PHC professional 
nurses were used as study participants. Interviews were conducted with PHC 
professional nurses and patients, and the findings were substantiated with literature 
control. An application is presented in Table 2.2. 
 
2.8.2  Transferability 
 
Transferability refers to how far one can determine the extent to which the findings of 
a particular research study are applicable in other contexts. Transferability is regarded 
as the feasibility of applying qualitative research findings to other samples and other 
settings (Holloway & Wheeler, 2010:303; Houser, 2015:238; Schmidt & Brown, 
2012:356). Although the purpose of this study was not specifically to generalise, it was 
necessary for the researcher to note the significance of the study with relation to its 
importance in different contexts or situations. This study uncovered themes about the 
lived experience of caring for patients by PHC professional nurses. Certainly, if the 
study findings are congruent with the existing research, this will support transferability 
(Holloway & Wheeler, 2010:303; Houser, 2015:238; Schmidt & Brown, 2012:356). In 
this study, the participants’ demographics were described densely, and a thick 
description of the study context and setting were also provided. Findings were 
described with participants’ direct quotations. The conceptual framework and 
strategies were also thoroughly presented. See the application of transferability in 
Table 2.2. 
 
2.8.3  Dependability  
 
Dependability in qualitative data is referred to as the measure that reflects the stability 
of the information across individuals or over time (Houser, 2015:219; Krefting, 
1991:216). In qualitative studies, dependability is achieved through an audit trail and 
the code-recode method of analysis (Anney, 2014:278; Babbie & Mouton, 2017:278; 
Houser, 2015:393; Schmidt & Brown, 2012:357). In this study, data were coded over 
a prolonged period of time to ensure consistency of the coding strategy. Personal 
notes and field notes were kept during the study to enable an audit trail. The 
researcher inserted detailed descriptions of the context, environment, and nonverbal 
communications observed during data collection into the transcripts to enrich the data 
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interpretation process. The study might still be repeated with the aim to describe 
strategies to facilitate effective caring for patients by PHC professional nurses. Dense 
description of the research methods took place in the four phases. See its application 
in Table 2.2. 
 
2.8.4  Confirmability 
 
Confirmability is described as the characteristic of the findings that reach congruence 
between two or more independent researchers (Houser, 2015:434; Krefting, 
1991:216). Confirmability is regarded to be achieved through the use of the audit trail 
(Babbie & Mouton, 2017:276; Houser, 2015:393; Koshy, Koshy & Waterman, 
2011:151). In this study, a trail of evidence was provided. All procedures followed in 
the study were carefully documented to enable the independent coder to follow how 
the researcher arrived at her conclusions. The researcher attempted to enhance 
objectivity by reducing bias in methods and procedures. Data were coded and re-
coded by the researcher and the identified codes were compared with those of the 
independent coder to enhance confirmability. The application is presented in Table 
2.2. 
 
2.9 CRITERIA AND STRATEGIES TO ENSURE TRUSTWORTHINESS 
 
According to Anney (2014:275-276), there are four trustworthiness concerns that any 
researcher needs to address irrespective of his or her research paradigm. The 
questions are: 
 
(i) How can a researcher establish confidence in his or her findings? Or how 
do we know if the findings presented are genuine? (Truth value concern). 
(ii) How do we know or determine the applicability of the findings of the inquiry 
in other settings or with other respondents? (Applicability concern). 
(iii) How can one know if the findings would be repeated consistently with the 
similar (same) participants in the same context? (Consistency concern). 
(iv) How do we know if the findings come solely from participants and the 
investigation was not influenced by the bias, motivations or interests of the 
researcher? (Neutrality concern). 
 62 
2.9.1 Truth value 
 
According to Korstjens and Moser (2018:121), credibility is the equivalent of internal 
validity in quantitative research that is concerned with the aspect of truth-value. Anney 
(2014:276) posits that a qualitative researcher establishes rigour of the inquiry by 
adopting the following credibility strategies: prolonged and varied field experience, 
time sampling, reflexivity (field journal), triangulation, member checking, peer 
examination, interview technique and establishing authority of the researcher. 
 
2.9.1.1 Prolonged engagement in field or research site 
 
Qualitative research data collection requires the researcher’s self- to immerse him or 
herself in the participants’s world, which helps the researcher in gaining an insight into 
the context of the study. Prolonged engagement in the field or research site minimizes 
the distortions of information that might arise due to the presence of the researcher in 
the field. The researcher’s extended time in the field improves a greater understanding 
of participants’ culture and context (Anney, 2014:276). According to Krefting 
(1991:218), an extended period is important because as rapport increases, informants 
may volunteer different and often more sensitive information than they did at the 
beginning of the research project. According to Polit and Beck (2017:561), prolonged 
engagement is an important step in establishing credibility, and helps the researcher 
in gaining study participants’ trust. Anney (2014:276) highlights that prolonged 
engagement in the fieldwork helps the researcher to understand the core issues that 
might affect the quality of the data because it helps to develop trust with study 
participants. 
 
2.9.1.2 Peer debriefing 
 
Polit and Beck (2017:568) highlight another quality enhancement strategy in 
qualitative research, which involves external review as peer review or debriefing. 
According to Anney (2014:276), peer debriefing provides inquirers with the opportunity 
to test their growing insights and to expose themselves to searching questions. It is in 
this regard that during the research process, a qualitative researcher is required to 
seek support from other professionals willing to provide scholarly guidance, such as 
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members of academic staff, the postgraduate dissertation committee and the 
department. Feedback from peers also helps the researcher to improve the quality of 
the inquiry findings (Anney, 2014:277). When writing the research report, the 
qualitative researcher should present the study findings to peers in order to receive 
their comments. Peer debriefing exposes researchers to the searching questions of 
others who are experienced in either the methods of qualitative inquiry or the 
phenomenon being studied, or both. This will help the researcher to obtain perceptions 
of peers in developing conclusions of the study (Anney, 2014:277; Polit & Beck, 
2017:568). 
 
2.9.1.3 Triangulation 
 
The aim of triangulation is to overcome the intrinsic bias that comes from single-
method, single-observer and single-theory studies. Triangulation can also help to 
capture a more complete and contextualized portrait of key phenomenon (Polit & Beck, 
2017:563). According to Anney (2014:277), triangulation involves the use of multiple 
and different methods, investigators, sources and theories to obtain corroborating 
evidence. Triangulation also helps the investigator to reduce bias and it cross-
examines the integrity of participants’ responses. The three major triangulation 
techniques are firstly, investigator triangulation, which uses multiple researchers to 
investigate the same problem. Investigator triangulation brings different perceptions of 
the inquiry and helps to strengthen the integrity of the findings. The second 
triangulation technique is data triangulation or informants triangulation. According to 
Anney (2014:277), data triangulation or informant triangulation uses different sources 
of data or research instruments, such as interviews, focus group discussions or 
participant observation, or that utilizes different informants to enhance the quality of 
the data from different sources. Polit and Beck (2017:563) indicate that data 
triangulation involves the use of multiple data sources for the purpose of validating 
conclusions. The third technique in triangulation is methodological triangulation, which 
uses different research methods. It is therefore recommended that qualitative 
researches should include one or two triangulation methods (Anney, 2014:277; Polit 
& Beck, 2017:563) 
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2.9.1.4 Member checks 
 
Member checks is described as another strategy for improving the quality of qualitative 
data, which means that the data and interpretations are continuously tested as they 
are derived from members of various audiances and groups from whom data are 
solicited (Anney, 2014:277). Member checks is pointed to be a crucial process that 
any qualitative researcher should undergo because of it being the heart of credibility. 
Researchers are therefore required to include the voices of respondents in the 
analysis and interpretation of the data. The purpose of doing member checks is 
focused on the elimination of researcher bias when analysing and interpreting the 
results. The analysed and interpreted data is sent back to participants in order for them 
to evaluate the interpretation made by the inquirer and to suggest changes if they are 
unhappy with or because they had been misreported (Anney, 2014:277; Polit & Beck, 
2017:564). 
 
2.9.1.5 Persistent observation 
 
High quality data collection in a qualitative inquiry also involves persistent observation. 
Persistent observation concerns the salience of the data being gathered and recorded, 
and refers to the researcher’s focus on the characteristics or aspects of a situation or 
conversations that are relevant to the phenomenon being studied (Polit & Beck, 
2017:561). According to Anney (2014:277), persistent observation poses the question 
as to whether the researcher or the research team have done an in-depth study to 
gain detail. Therefore, persistent observation helps discover participants’ qualities and 
unusual characteristics. With this strategy, extended interaction with the context and 
participants is of advantage to the inquirer because it helps the researcher to gain an 
understanding of the essential characteristics of the setting; which is giving an 
understanding of participants’ worldview. With the use of this strategy, the effects of 
the researcher’s presence during fieldwork are minimized (Anney, 2014:277). 
 
2.9.2  Applicability 
 
The criterion applicability, is utilised in transferability, and is described as the degree 
to which the results of qualitative research can be transferred to other contexts with 
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other respondents (Anney, 2014:277; Polit & Beck, 2017:560). Qualitative researchers 
facilitate the transferability judgment through thick description and purposeful 
sampling of participants. It is thus pointed out that transferability of the inquiry is 
facilitated when the researcher provides a detailed description of the inquiry and 
participants were purposively selected (Anney, 2014:278). Polit and Beck (2017:560) 
highlight the responsibility of the investigator as to provide sufficient, descriptive data 
so that consumers can evaluate the applicability of the data to other contexts.  
 
2.9.2.1 Thick description 
 
The naturalistic inquirer cannot specify the external validity of an inquiry but can only 
provide a thick description necessary to enable someone interested in making a 
transfer to reach a conclusion about whether transfer can be contemplated as a 
possibility (Polit & Beck, 2017:560).  Thick description, that is, rich and extensive set 
of details concerning methodology and context, should be included in the research 
report. Thick description is regarded to involve the researcher elucidating all the 
research processes, from data collection, context of the study to production of the final 
report. Thick description further helps other researchers to replicate the study with 
similar conditions in other settings (Anney, 2014:278). Therefore, in order to ensure 
transferability in qualitative inquiries, qualitative researchers need to collect thick 
descriptive data which allows comparison of this context to other possible contexts to 
which transfer might be contemplated. Thick description of the context will enable 
readers to make a judgment about fitting in with other possible contexts (Anney, 
2014:278). 
 
2.9.2.2 Purposive sampling 
 
Purposive sampling is described as a sampling technique mainly used in naturalistic 
inquiry studies, and defined as selecting units based on specific purposes associated 
with answering a research study’s questions (Anney, 2014:278). Purposive sampling 
helps the researcher to focus on key informants who are particularly knowledgeable 
of the issues under investigation. Purposive sampling allows decisions to be made 
about selection of participants in a research study, which enables the researcher to 
decide on using a specific category of informants. Purposive sampling provides in-
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depth findings than other probability sampling techniques (Anney, 2014:278; Polit & 
Beck, 2017:567). 
 
2.9.3  Consistency 
 
Korstjens and Moser (2018:122) highlights that dependability includes the aspect of 
consistency. According to Anney (2014:278), dependability refers to the stability of 
findings over time. Dependability thus involves participants evaluating the findings, the 
interpretation and recommendations of the study to make sure that they are all 
supported by data received from the informants of the study. Dependability is therefore 
established using an audit trail, a code-re-code strategy, stepwise replication, 
triangulation and peer examination. 
 
2.9.3.1 Audit trail 
 
Anney (2014:278) indicates that an audit trail involves an examination of the inquiry 
process and product to validate the data. The research has to account for all the 
research decisions and activities to show how the data were collected, recorded and 
analysed. Documents such as raw data, interview and observation notes, documents 
and records collected from the field, test scores and others are required in order for 
the auditor to conduct a thorough audit trail. The audit trail establishes confirmability 
of the study through a systematic collection of the materials and documents that would 
allow an independent coder to come to conclusions about the data (Anney, 2014:278; 
Polit & Beck, 2017:564). 
 
2.9.3.2 Stepwise replication 
 
Stepwise replication is described as a qualitative research data evaluation procedure 
where two or more researchers analyse the same data separately and compare the 
results (Anney, 2014:278). Any inconsistencies that arise from these separate 
analyses need to be addressed to improve the dependability of the inquiry, and if the 
results of analyses are similar, then dependability of the inquiry is regarded to be 
achieved (Anney, 2014:278). 
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2.9.3.3 Code-recode strategy 
 
According to Anney (2014:278), this strategy involves the researcher coding the same 
data twice, giving one or two weeks’ gestation period between each coding. The 
results from the two codings are then compared to see if the results are the same or 
different. With the code-recode strategy, the research process allows multiple 
observations by the researcher, suggesting that the inter-rater or inter-observer code 
the data and compare the coding done by the inter-rater. After this process, if the 
coding results are in agreement, dependability of the qualitative inquiry is enhanced. 
The process also helps the researcher to gain a deep understanding of data patterns 
and improves the presentation of participants’ narrations (Anney, 2014:278). 
 
2.9.3.4 Peer examination 
 
Anney (2014:279) highlight peer examination as no different in principle from member 
checks strategy employed to enhance the credibility of the inquiry. In this regard, 
during peer examination, the researcher discusses his or her research process and 
findings with neutral colleagues, such as doctoral students who are either doing or 
have experience in qualitative research. As a strategy, peer examination helps the 
researcher to be honest about his or her study, and peers contribute to the 
researcher’s deeper reflexive analysis. Colleagues participating in peer examination 
help to identify the categories not covered by the research questions (Anney, 
2014:279). 
 
2.9.4  Neutrality 
 
Anney (2014:279) refers to confirmability as the degree to which the results of an 
inquiry could be confirmed or corroborated by other researchers. Confirmability is 
therefore concerned with establishing that data and interpretations of the findings are 
not figments of the inquirer’s imagination, but are clearly derived from data. In 
qualitative studies, confirmability of the inquiry is said to be achieved through 
strategies such as an audit trail, reflexive journal and triangulation (Anney, 2014:279). 
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2.9.4.1 Reflexive journal or practice 
 
According to Anney (2014:279), confirmability can also be established by using 
reflexive journal, which are reflective documents kept by the researcher in order to 
reflect on, tentatively interpret and plan data collection. In a qualitative inquiry, the 
researcher is required to keep a reflexive journal, which should include all events that 
happened in the field and personal reflections in relation to the study. Reflexivity is 
regarded as an assessment of the influence of the investigator’s own background, 
perceptions and interests on the qualitative research process, which includes the 
resarcher’s personal history (Anney, 2014:279). 
 
In this study, (See Table 2.2 for the Measures, Criteria and Strategies to ensure 
trustworthiness). 
 
Table 2.2: Measures, Criteria and Strategies to ensure trustworthiness 
Measures  Criteria Strategies 
1. Credibility  Truth value 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Prolonged engagement : 
The researcher spent time 
with the participants in the 
field to engage in 
relationships and to build 
trust with participants. 
 
Triangulation: 
Multiple literature sources 
such as articles, internet 
searches and books were 
used to enhance the 
research findings. 
 
Different participants were 
drawn from both users of 
the service and the PHC 
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Measures  Criteria Strategies 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
professional nurses who 
deliver care. 
 
Interview technique: 
In-depth, individual, 
phenomenological 
interviews were utilised. 
 
Persistent observation: 
Observations were 
conducted, and field notes 
were written by the 
researcher. 
 
Data analysis: 
Conducted by the 
researcher and the 
independent coder. 
Consensus discussion: 
Conducted by the 
researcher and the 
independent coder. 
 
Member checking: 
Checks relating to the 
accuracy of the data took 
place on the spot with the 
study participants. 
 
Study participants were 
asked to read the 
transcripts of the 
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Measures  Criteria Strategies 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
interviews they 
participated in. 
 
Reflexivity: 
Ensured by reflecting 
critically on the self, 
analysing and making 
note of personal values, 
checking preconceptions 
of the research, social and 
professional identity that 
could affect data collection 
and interpretation. 
 
A reflexive diary was 
maintained. Reflexive 
notes were used to record 
thoughts about the impact 
of previous life 
experiences and previous 
readings about the 
phenomenon of inquiry, 
from the onset of the study 
and in an ongoing fashion. 
 
The researcher engaged 
in the process of self-
reflection on her own 
biases, preferences and 
theoretical inclinations 
about the research. 
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Measures  Criteria Strategies 
Authority of the 
researcher: 
Supervision was provided 
by three professors who 
are skilled in qualitative 
research. 
2. Transferability  Applicability  
 
 
 
 
 
 
 
 
 
 
 
Thick description of the 
results:  
The researcher gave a 
dense description of the 
results of field work, 
conceptual framework, 
strategies and evaluation 
of the strategies. 
Exact verbal statements of 
participants provided 
concrete evidence of the 
findings. 
 
Background data to 
establish the context of the 
study and detailed 
description of the studied 
phenomenon was given. 
 
PHC clinics were used as 
the study setting as they 
were accessible to both 
PHC professional nurses 
and patients. 
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Measures  Criteria Strategies 
Description and evaluation 
of the strategies was 
provided in detail as 
aligned to the themes. 
 
Purposive sampling: 
Participants were selected 
using the purposive 
criteria. 
 
Data collection was 
performed until data 
saturation was achieved. 
3. Dependability  Consistency  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Audit trail: 
The four phases of the 
research study were 
clearly described. It 
included a dense 
description of the research 
methodology. 
 
Adequate information 
about the context was 
given, which would allow 
the reader to determine 
whether the research 
environment would be 
similar to another, and 
whether the research 
findings would be valid in 
another setting. 
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Measures  Criteria Strategies 
In-depth methodological 
description was given to 
allow the study to be 
repeated. 
 
Step-wise replication of 
the method: 
A presentation was done 
to a group of peers in the 
field of nursing to check on 
the consistency of caring. 
 
Code-recode method of 
analysis: 
Data were coded over an 
extended period of time to 
ensure consistency of the 
coding strategy. 
 
Dependability audit: 
Personal notes and field 
notes were kept. 
4. Confirmability Neutrality  
 
 
 
 
 
 
 
 
 
Audit trail: 
Decision making during 
the research process was 
clearly described. 
Record keeping was 
accurate. 
 
Data collected was real, 
made sense and was 
authentic. 
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Measures  Criteria Strategies 
 
 
 
 
 
All procedures followed in 
the study have been 
explained. 
 
Confirmability audit: 
The research supervisors 
audited the research 
project. 
 
An independent coder was 
used. 
 
Experienced supervisors 
oversaw the research 
project. 
 
2.10  SUMMARY 
 
In this chapter, the researcher introduced the reader to the relevant research design 
and methods that were implemented in the course of the research study. The 
researcher provided detailed descriptions of all the dimensions of the research 
process and the motivations for their use. In Chapter Three, the research findings will 
be presented. 
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CHAPTER THREE 
DESCRIPTION OF FIELDWORK AND RESEARCH FINDINGS 
 
3.1  INTRODUCTION 
 
In the previous chapter, the researcher presented the research design and method. In 
Chapter Three, the results obtained from the ‘life-world’ or ‘lived experience’ of PHC 
professional nurses directly involved in rendering care to patients in the PHC clinics, 
as well as patients receiving care in the PHC clinics, will be described. 
 
3.2  DEMOGRAPHICS OF THE PROFESSIONAL NURSES 
 
The eight PHC professional nurses (See Table 3.1) who consented to participate in 
the study were female and their ages ranged between 43-52 years. Five of the eight 
participants were in the age group 43 to 49 years, while the remaining three were in 
the age group 50 to 52 years. All participants had a Diploma in General Nursing, 
Midwifery, Psychiatric and Community Health Nursing, as well as a Diploma in Primary 
Health Care Nursing. Three of the eight participants had a Bachelor’s Degree in 
Nursing. All participants had more than two years’ experience working in the PHC 
clinics, of which five had between seven- and 15-years’ work experience and the other 
three had between 27- and 32-years’ work experience. Seven participants spoke three 
of the 11 official South Africa languages, while one spoke two of the 11 official 
languages. 
 
Table 3.1:  Experiences of caring by PHC professional nurses 
Participant Age Qualification Experience Language Gender 
#PN1 46 years 
Diploma in 
PHC 
12 years Setswana F 
#PN2 49 years 
Diploma in 
PHC 
15 years Xitsonga F 
#PN3 52years 
Bachelor’s 
Degree in 
Nursing 
30 years Sepedi F 
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Participant Age Qualification Experience Language Gender 
#PN4 49 years 
Bachelor’s 
Degree in 
Nursing 
27 years Sepedi F 
#PN5 45 years 
Diploma in 
PHC 
13 years Xitsonga F 
#PN6 52 years 
Bachelor’s 
Degree in 
Nursing 
32 years isiZulu F 
#PN7 43 years 
Diploma in 
PHC 
12 years Afrikaans F 
#PN8 50 years 
Diploma in 
PHC 
7 years Sepedi F 
 
3.2.1 The exploration and description of experiences of caring by PHC 
professional nurses 
 
In-depth, individual, phenomenological interviews were conducted to determine the 
participants’ lived experiences of caring for patients in the PHC clinics. Eight in-depth, 
individual, phenomenological interviews were conducted with PHC professional 
nurses in consulting rooms away from the patients’ waiting area. The central question 
asked was: “What are your experiences of caring for patients in your clinic?” 
The question in isiZulu was: “Yiziphi izimo ohlangabezene nazo uma unakekela 
iziguli zakho ekliniki lakho?” The interview question was purposefully developed to 
explore both the present and past experiences, directing the findings into the 
description of strategies to facilitate effective caring for patients in the PHC clinics. The 
duration of every interview was approximately 45-60 minutes. Follow-up questions, 
prompts and probes were used to encourage the participants to give in-depth 
information. All interviews were audio-recorded and transcribed within 72 hours after 
being conducted. Data collection continued until data saturation was reached, and 
thematic analysis was used to analyse the data. 
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During the process of data analysis, verification of the selected themes was achieved 
through a discussion with a group of peers in the field of nursing to check on the 
consistency of caring. The findings were based on the experiences voiced by the 
participants themselves, with the quotes written in italics. Nine categories emerged 
from the interviews with the participants, where participants expressed their 
experiences of caring for patients in the PHC clinics. After the data was analysed and 
coded by the researcher, it was analysed and coded by an independent coder who 
has extensive experience in qualitative research and is practising as a researcher. 
 
3.3 DISCUSSION OF THE FINDINGS OF EXPERIENCES OF CARING BY PHC 
PROFESSIONAL NURSES 
 
Central storyline: PHC professional nurses experienced caring for patients as both 
empowering and disempowering. With the empowering experiences of caring for 
patients, PHC professional nurses experienced satisfaction in being helpful and 
addressing patients’ needs. Their motivation to be helpful while caring for patients was 
demonstrated by going the extra mile, therapeutic use of the self, teamwork and 
effective communication. On the other hand, with the disempowering experiences 
PHC professional nurses experienced being overwhelmed and exhausted in caring for 
patients because of the major barriers they faced. They felt unsupported and uncared 
for in their relationships with colleagues in the workplace. 
 
Table 3.2 provides an overview of the two main themes and categories which emerged 
during the analysis of information provided by PHC professional nurses. 
 
Table 3.2: Summary of the themes and categories for PHC professional nurses 
Themes Categories 
3.3.1 Theme 1: PHC professional 
nurses’ empowering experiences 
in caring for patients  
 
 
 
3.3.1.1 Category 1: Positive 
experiences with colleagues: 
going the extra mile, being 
helpful and PHC professional 
nurses displaying caring 
behaviours  
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Themes Categories 
 
 
 
 
 
 
 
 
 
 
3.3.1.2 Category 2: Teamwork and 
effective communication: 
(a) Teamwork  
(b) Effective communication 
 
3.3.1.3 Category 3: PHC professional 
nurses experienced therapeutic 
use of the self in caring for 
patients: 
(a) Eagerness to work  
(b) Offering valuable services 
(c) Positive in fulfilling patients’ 
expectations 
 
3.3.1.4 Category 4: PHC professional 
nurses had positive experiences 
with management practices in 
caring for patients: support and 
appreciation by management 
 
3.3.1.5 Category 5: PHC professional 
nurses had positive experiences 
with patients while caring for 
them: acknowledging patients’ 
appreciative behaviours 
3.3.2 Theme 2: PHC professional 
nurses’ disempowering 
experiences in caring for patients  
 
 
 
3.3.2.1 Category 1: PHC professional 
nurses’ negative experiences in 
caring for patients:  
(a) Negative experiences with 
colleagues: colleagues less 
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Themes Categories 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
concerned and no unity in the 
workplace 
(i) Negative attitudes of PHC 
professional nurses 
(ii) Discrimination 
(iii) Uncaring behaviours 
(iv) Absenteeism 
 
3.3.2.2 Category 2: Negative 
experiences with patients 
(a) Negative attitudes of patients 
(b) Language barriers 
 
3.3.2.3 Category 3: Nurse frustrations 
(a) Management not listening 
(b) Quantity versus quality care: high 
workload 
 
3.3.2.4 Category 4: PHC professional 
nurses had negative 
experiences with the PHC clinic 
system in caring for patients 
(a) Shortage of medicines, lack of 
functional medical equipment and 
other essential resources 
(b) Shortage of PHC professional 
nurses and the use of inexperienced 
staff 
(c) Working under pressure: compelled 
to assist all patients 
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Themes Categories 
(d) Low salaries, no rewards, and high 
resignations by PHC professional 
nurses 
(e) Negative experiences with 
management practices:  
(i) Inadequate budget allocation 
(ii) Favouritism 
(f) Negative experiences with 
ambulance services: ambulances 
unavailable 
 
As illustrated in Table 3.2, Theme 1 depicts the Empowering experiences, and five 
categories emerged from the findings, while Theme 2 contains the Disempowering 
experiences, and four categories emerged from the findings. 
 
#PN=Professional nurses as participants 
 
3.3.1  Theme 1: PHC professional nurses’ empowering experiences in caring 
for patients  
 
From the eight interviews conducted, it was discovered that the participants had 
empowering experiences that enabled them to render appropriate and acceptable 
care to their patients. Under this theme, the empowering experiences identified by 
participants include positive experiences with colleagues in caring for patients; 
teamwork; effective communication; therapeutic use of the self in caring for patients; 
positive experiences with management practices; and positive experiences with 
patients while caring for them. 
 
3.3.1.1  Category 1: Positive experiences with colleagues  
 
Based on the participants’ reports of positive experiences with colleagues while caring 
for patients, it became clear in this study that participants observed some of their 
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colleagues going the extra mile, being helpful and displayed caring behaviours while 
executing their duties in caring for patients. Observing their colleagues demonstrating 
caring behaviours towards patients motivated the participants to try their best while 
caring for patients as well. This was supported by the following quotations: 
 
This is going an extra mile for me because one is able to assist the patients 
according to their needs. What l can tell you is that even with most of my 
colleagues, they try to go an extra mile” (#PN1, 46 years old, 12 years’ 
experience) 
 
“As much as l am expected to go an extra mile, it is not everybody that can’t 
see what l do and appreciate, most of them see and they appreciate” 
(#PN5, 45 years old, 13 years’ experience) 
 
“We don’t just do slap-dash, we ensure that when the patient is sick, we 
check the patient in totality and listen to the patients’ complaints, hence it 
might sometimes take longer. We don’t say because now we are short-
staffed, then we are not going to do or to give proper care” (#PN6, 52 years 
old, 32 years’ experience) 
 
“It was exciting to know and be able to be helpful, even to my own family 
and relatives, with the knowledge that l acquired in the clinic” (#PN8, 50 
years old, 7 years’ experience) 
 
Participants expressed that they try to be caring to the best of their abilities in order to 
provide appropriate and effective caring for patients. In trying to render effective caring 
to the best of their abilities, participants were, in a way, recognising that each patient 
was a human being who was entitled to be treated with respect and dignity. As 
demonstrated by the direct quotations, it was unmistakable that participants upheld 
the caring ethos by acting in a manner that showed effective caring for their patients. 
They maintained the principle that caring is value-based; it should be dignified and 
should assist patients in maintaining their dignity.  
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As caring has a component of carrying out tasks and the willingness to do it, it is 
considered principle and ethics-based (Armstrong, 2013:148; Hawke-Eder, 2017:23; 
Peng, et al. 2015:709; Summer & Cannon, 2014:85; Wilson, Gettel, Walsh & 
Esquenazi, 2016:146). Drahošová and Jarošová (2016:453) indicate that caring 
entails helping those who need it, which can be in the form of assistance, support and 
alleviation. Caring can help with improving quality of life when illness, disability or 
threats to life are encountered. Caring is natural and characteristic of all mankind, 
provided in a humane, empathetic and dignified way, with the intention being to meet 
individuals’ and families’ needs. In the context of the nursing profession, caring is an 
act associated with assisting others, which is widely accepted as the essential and 
core characteristic of nursing. Caring is described as exercising assistive, supportive 
and facilitative acts for another person, kindness, empathy and helpfulness, which is 
attributed to a moral value of goodness. Caring comprises not only physical caring, 
but a concern for the whole person as a unique human being. The essence of caring 
is also not merely carrying out nursing procedures; true caring is based on an attitude 
of nurturing and helping one another to grow (Edvardsson, Watt & Pearce, 2016:1; 
Everett & Wrights, 2014:150; Hall & Ritchie, 2013:81; Lee & Seomun, 2016:76; 
Stenhouse, Ion, Roxburgh, Devitt & Smith, 2016:12). 
 
In this study, effective caring by PHC professional nurses was shown by their 
willingness to try their best while caring for patients, which included listening to the 
patients’ needs and showing compassion. According to Armstrong (2013:148), nursing 
is focused on a patient-centred, evidence-based practice that reflects the core values 
that bring a human touch and quality healthcare. While nursing has a distinguishing 
history of caring and compassion, nurses are pivotal in the caring profession. In this 
regard, caring therefore becomes an essential indicator of quality healthcare and 
nursing care, the capacity to care and the defining attribute of the healthcare 
professional (Mellish, Oosthuizen & Patton, 2010:4). The overall purpose of nursing is 
viewed as a caring practice whose science is guided by the moral art and ethics of 
care and responsibility (Anderson, Willman, Sjöström-Strand & Borglin, 2015:1; 
Dahlke & Wall, 2016:2; Salmela, Koskinen & Eriksson, 2016:872).  
 
Everett and Wright (2014:150) describe caring as person-centred and very much at 
the forefront of contemporary policies; with its principles being concerned with the right 
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of individuals to have their values and beliefs respected. The nursing profession 
requires nurses to show caring behaviours that include comfort, compassion, concern, 
empathy and love, as caring is frequently referred to as the moral human trait, ethic or 
ideal at the heart of nursing. At the same time, it is being viewed as an ideal service 
to the weak and vulnerable (Delves-Yates, 2015:173; Hawke-Eder, 2017:23). Ma, Li, 
Zhu, Bai and Song (2013:1038) state that traditionally caring has been at the centre 
of nursing, and will continue to represent the core of nursing in the future because of 
its benefits to both nurses and patients. Caring science is thus regarded as the 
essence of nursing and the foundational disciplinary core of the profession. As caring 
is directly related to the sense of wellbeing of the person being nursed, it is essential 
to the work of professional nurses. Salmela, et al. (2016:872) support that caring is 
based on ethics or ethical competence and the related knowledge of ethical values 
highlighted in the caring relationship. 
  
According to Wilson, et al. (2016:146), caring for another with compassion exudes 
therapeutic energy that evokes compassion satisfaction. Compassion has, in this 
instance, been called the ‘energy for caring’ that supports the relationship between the 
nurse and the patient. The nursing profession is characterised by high moral 
standards, but professional nursing standards call for nurses to provide 
compassionate care. Compassionate acts are described as attempts to alleviate 
suffering, which is a critical element of nursing. Compassion in nursing is both rational 
and action-oriented; it is what nurses do together with their patients, it brings reason, 
emotion and sentiment, and simultaneously demands both to act. Caring is regarded 
as an essential feature and expression of being human (Doane & Varcoe, 2015:107; 
Trépanier, Fernet, Austin, Forest & Vallerand, 2013:353; Peng, et al. 2015:709; Van 
der Cingel, 2014:1254).  
 
Baillie (2017:558) claims that caring is a natural attribute of being human. Holistic 
nursing care is about caring for the person as a whole, rather than in fragmented parts. 
Compassion, as one of the values for nursing practice, is considered as how care is 
given through relationships based on empathy, respect and dignity. Compassion can 
also be described as intellectual kindness, and is central to how people perceive their 
care (Baillie, 2017:560). According to Badolamenti, Sili, Caruso and Fida (2017:49), 
the core of nursing is caring for others, and one needs to be compassionate, 
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empathetic and caring to be considered a good nurse. Henson (2017:139) identifies 
compassion and caring as foundational to the practice of nursing and an integral part 
of the nurses’ work. While the Code of Ethics emphasises the centrality of caring and 
compassion for patients, colleagues and self, the caring nurse as a person has a 
responsibility to relate to the patient as a person. As a fundamental element of nursing 
care, compassion extends beyond merely seeing sympathy and acknowledging 
empathy (Burridge, Winch, Kay & Henderson, 2015:86). 
 
3.3.1.2  Category 2: Teamwork and effective communication  
 
Participants experienced teamwork and effective communication with colleagues 
while caring for patients. They highlighted that teamwork was illustrated by helping 
each other during times of need, which was facilitated by effective communication.  
 
a) Teamwork  
 
The centrality of teamwork is to improve patient care planning. Working as a team 
enabled participants to overcome challenges in the workplace, which was also 
instrumental in boosting their morale. This is clearly illustrated by the following 
quotations: 
 
“We try and work as a team. Sometimes if l struggle with a certain patient, 
l usually call one of my colleagues to come and assist. No sister will resist 
if you need her to go and assist in another service” (#PN1, 46 years old, 12 
years’ experience) 
 
“We have to work as a team and complete all patients. When we engaged 
as a team in discussing such patients, it boosted my morale because l 
realised that l was not the only one experiencing or coming across such 
patients” (#PN3, 52 years old, 30 years’ experience) 
 
“We do push together and finish the queues. The nurses know that when 
this sister is busy with this one service, then l have to take over from maybe 
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family planning or from ante natal” (#PN4, 49 years old, 27 years’ 
experience). 
 
“We have a very good team, starting from the general workers up to our 
managers” (#PN6, 52 years old, 32 years’ experience)  
 
Working as a team enabled the participants to share accountability in effectively caring 
for patients. One participant said that when she struggles in caring for patients, she 
calls her colleagues to come and assist. Participants’ belief that teamwork could bring 
about better patient outcomes enabled them not to resist when they were called upon 
to go and assist in other services. In this manner, they all focused on collaboration, 
which is regarded as a core competency for the nursing practice. In their practice as 
a team, better outcomes were achieved. 
 
Teamwork is defined as the act of working well together as a team (Hornby, 
2015:1552). Teamwork and collaboration are regarded as core competencies for the 
nursing practice, which enables nurses to function effectively as members of teams. 
Teamwork manifests when two or more people interact interdependently with a 
common purpose, working towards measurable goals that maintain stability while 
encouraging honest discussion and problem-solving (Sherwood, 2014:399).  
 
According to the presented quotations, participants shared their experiences of 
teamwork, which included clinically more efficient person-centred caring. The use of 
teamwork enabled the participants to work collaboratively in effectively caring for 
patients, which they regarded to be of vital importance in times characterised by an 
intensified workload. Anderson, et al. (2015:7) indicate that teamwork is an essential 
component of a comprehensive patient safety system. In the practice of teamwork, 
professional nurses are able to band together for the good of their patients, while their 
care is twice as effective. Nurses practising as a team is essential in caring for patients 
to get the job done right and to improve patients’ health. Teamwork in nursing is 
considered the pillar of the profession as it is critical in all aspects of nursing.  
 
Teamwork is also essential for the department’s functionality, productivity and the 
achievement of the department’s core business. Nurses are required to understand 
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the importance of teamwork because high functioning teams not only provide better 
support for patients, but also support each other during times of stress. When 
everyone works together, it helps prevent errors from occurring, and helps nurses 
reach their goal of providing optimal nursing care (Grover, Porter & Morphet, 2017:92; 
Körner, Lippenberger, Becker, Reichler, Müller, Zimmerman, Rundel & Baumeister, 
2016:229; Sherwood, 2014:398). Babiker, Husseini, Nemri, Frayh, Juryyan, Faki, 
Assiri, Saadi and Zamil (2014:9) indicate that the evolution in health care and a global 
demand for quality patient care thereby necessitates parallel professional 
development with the focus on a patient-centred teamwork approach. 
 
b) Effective communication 
 
Participants in this study also experienced effective communication among 
themselves as PHC professional nurses, which further enhanced teamwork in their 
workplace. Effective communication assisted the PHC professional nurses to render 
appropriate care for patients through collaboration with each other. This is illustrated 
by the following quotations: 
 
“I have to spend time phoning and communicating with colleagues from 
other clinics. We also discuss such challenges when we have our weekly 
staff meetings because many of us see this type of a situation as a 
challenge” (PN3, 52 years old, 30 years’ experience) 
 
“We communicate if there is a problem, we call a meeting, we don’t wait for 
the meeting day to talk things. Like if there is somebody who is not coming, 
our manager normally informs us in time so that when we come we know 
that we are just few so that the service and the patients don’t suffer” (#PN6, 
52 years old, 32 years’ experience) 
 
“Communication is very powerful, l cannot say I’m drowning if l didn’t open 
my mouth and say: please help, I’m drowning” (#PN7, 43 years old, 12 
years’ experience) 
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“Whatever problems that are there, if you communicate with them, it 
becomes much easier” (#PN8, 50 years old, 7 years’ experience) 
 
Participants in this study claimed to have communicated with colleagues from other 
PHC clinics for the benefit of the patients. Sallee (2014:327) and Elcock and Shapcott 
(2015:212) indicate that communication is viewed as a possible factor that enhances 
the development of trust, honesty, integrity and dependability on one another. The 
value of effective communication and the need for trust in the healthcare setting is not 
limited to the nurse-patient relationship, but rather pervades all working relationships. 
The ability to communicate effectively is critical in nursing as it is central to all activities 
in healthcare. The delivery of quality patient care is dependent on effective and 
efficient communication. Failing to communicate effectively with patients, carers and 
other healthcare professionals can thus have serious consequences for all involved, 
which can cause poor-quality care and medical errors. Quality care occurs in an 
environment where the healthcare team communicates through verbal interactions 
and written documentation, in an effective and timely manner (Tschannen, Schoville, 
Schmidt, Buehler, Borst & Flaherty-Robb, 2013:172).  
 
As communication is regarded to be central to successful, caring relationships and 
effective teamwork, communicating effectively enables one to express ideas, 
information and viewpoints clearly. The use of effective listening skills enhances 
understanding while creating and maintaining positive working relationships. Listening 
is certainly considered as important an element in clear and effective communication 
as any other component.  
 
Effective communication, understanding and respecting differences is required in 
order to meet the healthcare needs of the patients (Makely, Badasch & Chesebro, 
2014:364; Mundt, Agneessens, Tuan, Zakletskaia, Kanetz & Gichrist, 2016:2). 
Effective communication involves a positive exchange of ideas between or among 
individuals. Communication is the key to a good workplace with benefits for those in 
care and staff alike, which often occurs within a context of patient care and education. 
As a result of effective communication, nurses generally talk in a caring tone to 
patients. Openness and the space to talk play a role in avoiding confrontations, conflict 
escalation and disharmony among team members (Eklöf & Ahlborg, 2016:90; Goosen, 
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2015:18; Makely, et al. 2014:365; Sallee, 2014:327). Good communication (Naidoo, 
2014:425) has long been acknowledged as the cornerstone of the health professional-
patient relationship, and plays an important role in the quality of health care delivery. 
Effective communication was described (Santana, Manalili, Jolley, Zelinsky, Quan & 
Lu, 2017:434) to come with the provision of respectful and compassionate care which 
includes being responsive to patient preferences, needs and values through 
acknowledging the patient’s personal, cultural, religious and spiritual values. 
 
3.3.1.3  Category 3: PHC professional nurses experienced therapeutic use of the 
self in caring for patients  
 
Participants in this study used themselves as therapeutic agents in effectively caring 
for patients. This was exhibited by their expressions that they accept responsibility in 
their professional role. In the nursing profession, therapeutic use of self describes how 
the nurse maintains a specific relationship with a patient, and accepts responsibility 
for her actions in improving patients’ health. In this study, therapeutic use of self by 
PHC professional nurses was revealed as eagerness to work, offering valuable 
services and fulfilling patients’ expectations. 
 
a) Eagerness to work 
 
Participants expressed being eager to work in effectively caring for patients. This was 
illustrated by the following quotations: 
 
“I try to be cautious, l try to be friendly and l always try to be kind, try to 
always have a smiling face. We are trying our best in caring for our patients 
despite our clinic being forever full, we try our best. I will give them the best 
possible care that l can and I will try to give the patient full attention” (#PN1, 
46 years old, 12 years’ experience) 
 
“We continue caring for patients, we try our best as nurses. My patients are 
in safe hands. I should be able to treat the patients before l transfer them 
to hospital” (#PN2, 49 years old, 15 years’ experience) 
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“We will always be there, but we’ll be trying to make this better and faster, 
and more effective system so that they can also reach their workplace 
faster. We are here to serve them, and we are here to help them, you must 
try and answer them calmly, help them correctly because that’s what we 
are here to do” (#PN7, 43 years old, 12 years’ experience) 
 
Participants in this study showed eagerness and commitment to caring for their 
patients. Professional nurses who are eager and committed to quality patient care try 
their best in effectively caring for patients, which was clearly shown in this study by 
participants who indicated that they try to be friendly and kind towards patients. One 
participant also stated that her patients were in safe hands. Moreover, in the third 
quote, the participant claimed that as PHC professional nurses, they will always be 
there to care for their patients, which was a commitment to actively participate in 
effectively caring for patients.  
 
Participants showed their intention of acting on the suffering of others in terms of how 
they act in rendering effective caring to patients. According to caring as a therapeutic 
intervention, an interpersonal interaction, a moral imperative, an effect and a human 
trait, the participants showed a willingness to work towards the realisation and 
satisfaction of the patients’ health needs. Their acts were shaped by a relationship 
between them as PHC professional nurses, the patients, and the moral values of the 
nursing profession. Anderson, et al. (2015:2) assert that the nursing profession is 
characterised by high moral standards, including a commitment to the wellbeing of 
others. Caring and compassion continue to be prerequisites in maintaining and 
strengthening the patients’ sense of dignity. Compassion is, therefore, described as a 
deep awareness of the strong willingness to try to relieve others’ suffering, which 
enabled the participants to act responsibly. Compassion and willingness to help can 
thus be considered a vital asset in the nursing profession, which allows nurses to not 
only establish a therapeutic relationship with patients, but also provide high-quality 
nursing care (Kenny, 2016:160; Lee & Seomun, 2016:76). 
 
Therapeutic use of self is regarded as a vital part of the therapeutic relationship. The 
healthcare provider’s use of empathy from a person-centred perspective involves 
laying aside their own way of experiencing reality and perceiving what it is like for the 
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patient (Omylinska-Thurston & James, 2011:21). Motivation, as a key element of the 
professional work ethic (Bartzak, 2010:85), is an internal process that can be 
leveraged by nurse self-reflection. Professional work ethic in nursing include 
descriptions such as patient-centred care, commitment to patient safety and evidence-
based practice. The practising nurses have to recognise the importance of an 
authentic nurse-patient relationship based on values that align with the art of nursing 
(Alligood, 2017:6). 
 
b) Offering valuable services 
 
Participants in this study expressed their willingness to offer valuable services to 
patients. This was motivated by the participants’ feeling that patients should 
experience caring rendered to them by PHC professional nurses as effective and 
acceptable. This is supported by the following quotations: 
 
“Patients should never be turned away because they cannot access care 
due to shortage of supplies, they should never be given excuses” (#PN1, 
46 years old, 12 years’ experience) 
 
“We try and push the queue in order to finish the patients and to make the 
services valuable to them” (#PN2, 49 years old, 15 years’ experience) 
 
“If l see that my colleague cannot intervene, l take a piece of paper and l 
write in the most simple English language, anything that will make me offer 
valuable services to the patient, l draw pictures and l try to explain to the 
patient” (#PN7, 43 years old, 12 years’ experience) 
 
In this study, valuable services for patients were described as quality healthcare 
services in terms of safety, effectiveness, timelines, patient-centeredness, efficiency 
and equity. Offering valuable services was expressed by participants in terms of how 
they rendered the services to the patients and the values attached to it. One participant 
explained that when it came to caring, patients should never be given excuses. The 
participant showed concern over patients and saw patients as people in need of 
effective caring. This motivated the participant to show commitment in rendering 
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valuable services to patients. At the same time, nursing care was provided in favour 
of patients as the participants considered the patients’ feelings while receiving care, 
and preserved the patients’ dignity. 
 
Quality care is described as care which is respectful of and responsive to individual 
patient preferences, needs and values. Providing healthcare driven by patients’ 
preferences is regarded to have positive effects on financial and clinical outcomes 
(Edvardsson, et al. 2016:1; Mellish, et al. 2010:6). Providing respectful care (Santana, 
et al. 2017:433) fosters relationship building and has been shown to promote healing 
and better outcomes. In providing respectful and compassionate care, one has to 
acknowledge the patient as an expert in their own health. Van der Cingel (2014:1254) 
indicates that in the act of caring, one is able to put the interest of someone who is in 
need first. This view is supported by the professional ethics of care which prescribe 
the right to equal treatment to everyone who needs care. Having passion at work is 
therefore characterised by a strong inclination towards the job, which is highly liked 
and valued, and in which a considerable amount of time and energy is vested 
(Trépanier, et al. 2013:353). 
 
c) Positive in fulfilling patients’ expectations 
 
An important factor raised by participants was being positive in fulfilling patients’ 
needs, which was said to be accompanied by a feeling of satisfaction when effective 
caring is rendered to patients. In this manner, participants ensured that they spent 
their nursing time on effective caring activities. This is illustrated by the following 
quotations: 
 
“I will not judge them, and l will give them the best possible care that l can. 
Some of us even have to work after knock-off time because we sacrifice to 
see all patients for the day” (#PN1, 46 years old, 12 years’ experience) 
 
“I really enjoy having a happy client. When caring for a patient, l get the 
sense of satisfaction when l nurse the patient in totality, which is 
emotionally, psychologically, physically and spiritually” (#PN2, 49 years 
old, 15 years’ experience) 
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“Try and answer them calmly, help them correctly because that’s what we 
are here to do. Once you treat a patient as a whole, and you are able to 
spend that twenty to thirty minutes with that client, the client will feel that 
they have received whatever care they needed” (#PN7, 43 years old, 12 
years’ experience) 
 
It is clear from these quotations that participants understood that in order for patients 
to experience effective caring in the PHC clinics, caring should focus on the emotional, 
psychological, physical and the spiritual aspects of the patients. The duty to render 
effective caring and to provide for the needs of the patients are regarded as the moral 
obligations of PHC professional nurses. The very essence of nursing, which is 
effective caring, was revealed to be routinely honoured in this study through the 
participants’ day-to-day activities. They ensured that patients were taken care of, 
which, in turn, helped to reduce the risks to patients. Being involved in effective caring 
that fulfilled patients’ expectations resulted in enhanced job satisfaction for the 
participants.  
 
According to Cherry (2014a:363), nurses who are satisfied with their work generally 
provide higher quality and more cost-effective care. Job satisfaction is described as a 
critical parameter that influences productivity, effectiveness, commitment and quality 
of work. Job satisfaction therefore has a positive impact on one’s career, it plays a role 
in motivation, and in relationships with co-workers (Armstrong, 2013:241; Doane & 
Varcoe, 2015:107; Janicijevic, Seke, Djokovic & Filipovic, 2013:3; Peng, et al. 
2015:709). 
 
3.3.1.4  Category 4: PHC professional nurses had positive experiences with 
management practices in caring for patients: support and appreciation 
by management 
 
Participants claimed that management was involved and supportive, and made it their 
responsibility to create an environment of caring for both patients, families and staff 
members. In this study, participants illustrated that their managers try to motivate them 
in effectively caring for the patients by showing appreciation for the caring they render 
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to patients. The experience of having support from management was expressed as 
an inner feeling that management valued their work and cared for them. This is 
illustrated by the following quotations:  
 
“Our new manager tries to motivate us and appreciate the caring we render 
to our patients, she always comes out of her office to come and join us in 
caring for the patients” (#PN1, 46 years old, 12 years’ experience) 
 
“The support that l have received in the past, I’m talking now from being a 
little bit of a junior nurse, stepping up to a senior nurse, my support system 
was good” (#PN7, 43 years old, 12 years’ experience) 
 
“What l have realised with our in-charge, if you work for the whole month 
you will get your official half day, and she will give you an additional half 
day which is to say thank you for coming to work without staying away” 
(#PN8, 50 years old, 7 years’ experience) 
 
It is thus clear that the participants experienced their managers as supportive. 
Conceptually, social support in the workplace implies support and teamwork provided 
by both managers and colleagues. Social support experienced by participants was 
based on access to help from the managers, which was considered satisfying and 
motivating to them. 
 
Cherry (2014b:304) states that staff members who feel that their manager sincerely 
supports and cares about them and the work they do are able to pass that feeling of 
caring on to their patients. Nurses working in supportive work environments are 
reported to be more satisfied in their jobs, experience less burnout and report better 
nursing care quality (Koy, Yunibhand, Angsuroch & Fisher, 2015:1828). Nurse 
managers’ authentic leadership behaviour (Van Bogaert, Peremans, Van Heusden, 
Verspuy, Kureckova, Van de Cruys & Franck, 2017:2), such as self-awareness and 
transparency, moral-ethical behaviour and supporting balanced processes, play an 
important role in creating positive working conditions. Communication, teamwork, 
conflict resolution and interpersonal skills are regarded as important management 
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skills that can help improve manager-employee relationships, employee job 
satisfaction, quality care and work environments. 
 
Van Bogaert, et al. (2017:6) further claim that healthy work environments where 
nurses feel respected and valued, positively impact on staff satisfaction, retention and 
organisational performance.  
 
3.3.1.5  Category 5: PHC professional nurses had positive experiences with 
patients while caring for them: acknowledging patients’ appreciative 
behaviours 
 
The positive experiences shared by participants were related to the good feelings they 
had when patients appreciated the effective caring they rendered to them. Participants 
verbalised and acknowledged the patients’ appreciative behaviours, which was 
supported by a statement that most of their patients appreciate the care they receive. 
Participants acknowledged the patients’ appreciative behaviours as depicted in the 
following quotations: 
 
“Most of our patients appreciate the care that we provide to them. Our 
community also appreciates that our clinics are caring. Most of our patients 
are appreciative of our services, especially the elderly. We get a lot of 
compliments to say they are happy with our service” (#PN1, 46 years old, 
12 years’ experience) 
 
“Some do appreciate our efforts, they also reassure us and tell us that we 
are doing a good job. So if l get such type of patients who will appreciate 
what l do to them, l feel much better. We do need patients who will say 
thank you at the end of the consultation” (#PN3, 52 years old, 30 years’ 
experience) 
 
“So, people that appreciate and are always kind are people that have been 
there at the clinic, mostly like chronic patients. They even understand that 
today it’s this sister that we are working with. So, it’s people who understand 
more, and when you talk to those, they sympathise and understand that 
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today there is shortage, it’s people who really want the service” (#PN5, 45 
years old, 13 years’ experience) 
   
One participant expressed that patients’ appreciative behaviours made her feel better. 
It was her view that PHC professional nurses needed patients to say thank you at the 
end of the consultation; this, in turn, enhances a good feeling among them. Prakash 
(2010:6) highlights that ‘thank you’ is a phrase that expresses gratitude, and when it 
is expressed by patients it indicates their happiness and satisfaction with the time 
taken by the nurses to show that they care.  
 
Patients’ gratitude, as expressed by participants in this study, was depicted as patient 
satisfaction. Patient satisfaction enhanced job satisfaction among PHC professional 
nurses. Increased personal and job satisfaction was expressed by participants who 
claimed to feel happy with the positive feedback they received from patients. Prakash 
(2010:6) confirms that patients who are happy with the services they receive will 
express gratitude, and patient satisfaction determines the extent to which patients are 
content with the care they received, which then leads to appreciative behaviour. 
Patient satisfaction is regarded as a major factor which leads to patient loyalty and 
increases staff morale due to the public confidence gained by the nurses in caring for 
patients (Lee, 2014:68). 
 
3.3.2  Theme 2: PHC professional nurses’ disempowering experiences in 
caring for patients  
 
From the eight interviews conducted, it became clear that participants also had 
disempowering experiences that influenced their effective caring for patients. Under 
this theme, participants identified: the negative experiences of PHC professional 
nurses in caring for patients; negative experiences with patients; PHC professional 
nurses’ frustrations and the negative experiences with the PHC clinic system, which 
hindered them from effectively caring for patients in an appropriate manner. 
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3.3.2.1  Category 1: PHC professional nurses’ negative experiences in caring for 
patients 
 
Participants revealed negative experiences that they encountered in their workplace 
while caring for patients. The negative experiences resulted in participants becoming 
discouraged from rendering effective care for patients, and the development of conflict 
between them and their colleagues.  
 
a) Negative experiences with colleagues: colleagues less concerned and no 
unity in the workplace 
 
Participants shared their negative experiences with colleagues, where colleagues 
were reported to be less concerned about what was happening in the workplace. 
Some behaviours by colleagues included acts like roaming around when others were 
busy caring for patients. Participants felt that some of their colleagues did not want to 
consult more patients when they were done with their queues of patients. When those 
PHC professional nurses saw their colleagues roaming around, it resulted in job 
dissatisfaction among them because they perceived that their colleagues were doing 
less than them. Participants also indicated that job dissatisfaction was a major 
contributory factor to their intention to leave, absenteeism and staff turnover. Other 
participants indicated that when some colleagues are less concerned about what is 
happening in their workplace, teamwork suffers, resulting in a lack of unity and 
negative attitudes. 
 
(i) Negative attitudes of PHC professional nurses 
 
Participants in this study mentioned the negative attitudes they experienced from 
colleagues when caring for patients. One participant voiced her concern that 
colleagues’ bad attitudes contributed negatively to effectively caring for patients. She 
stated that both local and foreign patients were met with negative attitudes from some 
PHC professional nurses. The participants illustrated their experiences of negative 
attitudes with colleagues, as noted in the following quotations: 
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“This also goes with the type of attitude towards the patient and the 
condition. Our attitudes count a lot when it comes to caring for patients, 
especially the foreign patients, though our local patients are met with such 
attitudes as well. Immediately you have such type of an attitude, you are 
not going to render proper care to patients. Otherwise it is a bad attitude 
that contributes to this type of behaviour where nurses don’t care anymore. 
Our patients are not open because they think we are going to show them 
our negative attitudes” (#PN1, 46 years old, 12 years’ experience) 
 
“This made me to develop an attitude. Attitudes are still our weakness, 
sometimes we become impatient. I don’t smile, maybe it’s because of being 
tired or overworked. I try to minimise my negative attitude and be 
professional. Immediately you are seen caring for these patients, you are 
labelled as if you are making yourself better” (#PN3, 52 years old, 30 years’ 
experience) 
 
“The attitude of nurses, it’s still a problem according to me, there are such 
attitudes where you find somebody who goes to shops, coming back, 
roaming around while other nurses will be working alone” (#PN4, 49 years 
old, 27 years’ experience) 
 
“You go home tired, you wake up tired and you come here tired, and 
obviously your attitude will be negative, you will respond negatively, you 
will burst on the client, and then give them a bad answer which is just not 
good” (#PN7, 43 years old, 12 years’ experience) 
 
One participant shared negative attitudes displayed by colleagues in that if a PHC 
professional nurse is seen rendering effective caring for patients, other colleagues 
label that PHC professional nurse as making herself better. Negative attitudes held by 
PHC professional nurses towards colleagues who remained positive in effectively 
caring for patients affected their feelings and their thinking, which showed their 
disposition or opinion that they could only work with colleagues to a certain extent.  
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Another important finding in this category raised by one participant is that in spite of 
their commitment to their work as PHC professional nurses, they felt overworked; to 
the extent that they went home tired, they woke up tired and came to work being tired. 
Due to such issues of always being tired, the participant felt that her attitude was 
affected in a negative way, and she displayed such attitudes towards patients. These 
statements by the participants confirmed that negative attitudes and being overworked 
had a negative influence on effective caring for patients. Attitudes are described (Kee, 
Khoo, Lim & Koh, 2018:101) as the relatively enduring organisation of beliefs, feelings 
and behavioural tendencies towards objects. Makely, et al. (2014:6) indicate that a 
negative or poor attitude is a phase that conjures a picture of someone who looks 
miserable. Norris (2014:427) mentions that some nurses adopt the attitude that “I’II 
just do what l have to do to get by”. Ramjeef (2015:643) confirms that a person with a 
negative attitude will give a hostile or disinterested verbal response and exhibit body 
language suggesting he would rather be somewhere else.  
 
According to Morgan, Hopkins, Acreman, Jewell and Candy (2014:28), there is an 
increasing number of United Kingdom reports that are critical to nurses’ dismissive 
attitudes and their alleged lack of compassion and respect, which leads to poor patient 
experiences and failing standards of care. Norris (2014:427) highlights that some 
nurses consider nursing as a job, and adopt the attitude that they will just do what they 
have to do to get by. 
 
(ii) Discrimination 
 
In this study, discrimination against some colleagues and patients were depicted as 
the biggest challenge that was observed and experienced by some participants. 
Participants revealed that some PHC professional nurses were still discriminating 
against patients living with HIV, patients from foreign countries, and their colleagues 
on the basis of being newly employed in the PHC clinics. This finding was supported 
by the following quotations: 
 
“Remember, this HIV condition still has a stigma where even us as 
professionals, we still discriminate against patients with such diagnoses. I 
have seen nurses who are still discriminating against such patients. 
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Patients are still suffering in the hands of professionals, and such patients 
are called names” (#PN1, 46 years old, 12 years’ experience) 
 
“The older staff members ill-treated us, they made us feel unaccepted in 
that clinic. The facility manager would take the medicines store room keys 
with her so that we did not have access to the medicines in the store room” 
(#PN2, 49 years old, 15 years’ experience) 
 
“I felt discouraged and wished that these foreign patients should go back 
to their countries, they are exhausting our medications. You find that when 
they come into your consulting room, they come being four or five, and all 
of them come for consultation. This makes it difficult to be quick in order to 
see all patients in the queue” (#PN3, 52 years old, 30 years’ experience) 
 
“My other experience is regarding the patients from other countries. These 
patients are really a problem in most of the cases, especially those with 
chronic conditions. You find that these patients just come without a transfer 
letter that states that he is diabetic on insulin. If you don’t give them 
treatment the same day, they think you are really undermining them 
because they are foreigners” (#PN4, 49 years old, 27 years’ experience) 
 
These statements reveal that patients were still discriminated against or suffering at 
the hands of PHC professional nurses. Participants shared that the most affected 
patients were those living with HIV. Such patients were labelled as a disgrace because 
of the kind of disease they were suffering from. PHC professional nurses labelling 
patients made patients feel uncomfortable when they wanted to access healthcare.  
 
Other aspects of discrimination were shown by some PHC professional nurses who 
displayed a lack of acceptance of patients from other countries. Participants 
expressed that patients from foreign countries must go back to their countries as they 
believed that these patients were a problem since they exhausted the country’s 
healthcare resources. Another important factor raised by some participants was that 
their PHC clinics were always full, hence they wished the patients who were foreign 
nationals would go back to their countries. The Medical Human Rights Network 
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(2013:1) confirms that besides discrimination, other issues in healthcare include lack 
of attention for the health problems of migrants who are not well known in their new 
countries. Refugee women are mentioned to experience specific abuses such as 
active discrimination and delayed or denied care.  
 
The Bill of Rights contained in the Constitution of the Republic of South Africa 
(Stellenberg, 2013:160) is the cornerstone of democracy in South Africa. During 
clinical practice, nurses caring for patients must ensure that the care given is 
completely free of any form of discrimination. Professional ethical standards (Naidoo, 
2014:425) do not tolerate acts of discrimination directed towards patients. In order to 
deal with allegations of a lack of respect or discrimination, care should be taken to 
deal fairly and equitably with all patients, regardless of ethnic origin, religion or other 
issues so that no individual is treated differently or less favourably (Naidoo, 2014:426). 
According to Santana, et al. (2017:432), patient-centred care respects individual 
patient beliefs and values, promoting dignity and anti-discriminatory care for patients. 
Based on the efforts to curb discrimination, there is a need to be explicit in ensuring 
that diversity, including race, ethnicity, gender, sexual identity, religion, age, socio-
economic status and disability are addressed and incorporated. A holistic approach in 
the management of and in assisting people with HIV is vital towards the achievement 
of self-care (Paparello, Zeller & While, 2014:532). 
 
Although discrimination is said to be mostly experienced by patients, some 
participants revealed to have been discriminated against by their colleagues as new 
employees. Participants claimed to have worked in an environment where colleagues 
who were in the service for a long time did not accept them as part of the team. The 
participants felt that their worth to their colleagues was compromised to such an extent 
that their presence did not give meaning to the situation in which the participants found 
themselves. Discrimination against new colleagues was shown by the older 
colleagues who would leave patients in the care of new staff members. Dorsen and 
Van Devanter (2016:3717) indicate that the success of the acceptance of other human 
beings is determined by the empathetic understanding of another person, which 
enables people to build a trusting relationship based on respect (Trenoweth & 
Allymamod, 2015:225).  
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The discrimination experienced by the newly employed personnel from older 
colleagues, is regarded as bullying in the workplace. Bullying is described as 
behaviours such as verbal abuse or threat of harm, continual criticism, demeaning 
remarks, intimidation and undermining. More subtle behaviours, such as refusing to 
cooperate, being unavailable to give assistance, hampering another’s performance 
and making their work difficult, are also regarded as bullying. In this regard, the newly 
employed PHC professional nurses were bullied because the older staff members 
made it difficult for them to perform their duties by taking the medicine storeroom key 
with them. Doane and Varcoe (2015:438) confirm that bullying has been identified to 
have negative consequences on targets, lower job satisfaction, higher turnover 
intention and absenteeism. In most instances, workplace bullying is said to be 
generated from stressful workplace situations and intolerant organisational climates. 
In other instances, bullying is seen as a personality conflict rather than a reflection of 
organisational practices. The underlying assumption is that conflict is the main issue 
that results in bullying, bad attitudes and total turmoil (Dellasega & Volpe, 2013:93). 
 
(iii) Uncaring behaviours 
 
Some participants claimed to have observed patients being treated in a rude manner. 
They revealed that PHC professional nurses were frequently not exhibiting concern or 
empathy for patients, but they were exhibiting uncaring behaviours. The following 
quotations support the findings that the participants observed their colleagues being 
uncaring towards patients: 
 
“Some of the patients are met with such rudeness from the nurses. I have 
seen many of such patients ben treated in a manner which was not 
professional and it’s so sad because those patients cannot express how 
they feel because they depend on us for their care” (#PN1, 46 years old, 
12 years’ experience) 
 
“l don’t actually feel any emotions for these patients as we are supposed to 
spend less time with them. I just worked and tried to get the service running. 
Many nurses don’t care anymore, many are just working for a salary without 
showing any compassion to the patients. They don’t have any emotions 
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towards what the patients might be going through” (#PN3, 52 years old, 30 
years’ experience) 
 
“Our colleagues sometimes just walk around, not considering the patients 
that are first to be seen. They just walk around, you find somebody who 
goes to shops, coming back, roaming around while other nurses will be 
working alone” (#PN4, 49 years old, 27 years’ experience) 
 
Not only did the participants observe patients being treated in a rude manner, but 
others also pointed out that caring for patients was neglected since some colleagues 
just walked around without considering that patients were to be seen first. Another 
participant indicated that because of the high workload and the expectation to finish 
all patients in their queues, she did not have time to listen to patients’ stories. The 
participant indicated that the time spent with patients in PHC clinics was limited, often 
rushed and impersonal. She also expressed that if she listened to the patients’ stories, 
she would take a long time with the patients, which would be regarded as a waste of 
time by her colleagues.  
 
Another type of an uncaring behaviour was expressed by another participant who 
mentioned that there was evidently a strong feeling that many PHC professional 
nurses did not care about their patients; they were just working for a salary. By this, 
the participant was trying to indicate that colleagues did not have any emotions about 
what the patients were going through. 
 
Stenhouse, et al. (2016:12) state that issues regarding lack of quality care and 
uncaring behaviours stand in stark contrast to the popular stereotype of the caring and 
selfless, healing profession with a vocation epitomised by Nightingale and her peers. 
Despite all this, Florence Nightingale remains the touchstone for compassion in the 
nursing profession. However, concerns about care from various countries have been 
drawn from a variety of positions in an attempt to shed light on this darker side of 
caring, where neglect, incompetence and occasional abuse have been evident. There 
are indications that care failures have occurred as a result of an absence of 
compassion among care deliverers, while situational and contextual factors might also 
be better reference points in the journey to understanding. The broad argument 
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brought forward was the possibility that the issues were a result of social 
organisational factors and a lack of compassion on the part of the healthcare staff. 
Nurses often have to follow professional and organisational rules (Badolamenti, et al. 
2017:49) when caring for their patients in order to ensure high levels of quality care. 
  
(iv) Absenteeism 
 
Participants expressed a high absenteeism rate in their PHC clinics, which had a 
negative impact on the morale of the remaining staff. Some participants revealed that 
the high absenteeism rate among colleagues influenced them to stay away from work 
themselves. These aspects are emphasised in the following quotations: 
 
“Most of them would not report for duty, absenteeism became very high 
and the staff morale went low. They won’t report for duty the following day, 
others will even stay away from work. Those who were senior to us will be 
absent and leave the clinic short staffed. I sometimes stay away from work 
as well” (#PN2, 49 years old, 15 years’ experience) 
 
“When a clinic is short staffed and other nurses don’t report for work, it 
complicates the whole situation. What l have learned these days is to 
absent myself as well because l become overworked. Other nurses can be 
absent for a week” (#PN3, 52 years old, 30 years’ experience) 
 
“Sometimes absenteeism goes up because the nurses will be saying that 
this one, always has problems, therefore, l just stay home also. Those on 
duty will see to finish. This escalates the problem because you find that it’s 
not me only who is absent, it might be three or four nurses at a time. So, 
just imagine, if we are absent being three or four at a time, things will be 
worse for the day” (#PN4, 49 years old, 27 years’ experience) 
 
The participants acknowledged that when other PHC professional nurses were absent 
from work and the PHC clinics were short staffed, it complicated the entire situation. 
Some participants verbalised that they would sometimes be absent from work as well 
because some of their colleagues were absent from work. 
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Participants in this study resorted to absenteeism, which is described as a habitual 
pattern of absence from a duty or obligation, due to high workloads. Absenteeism is 
defined as being frequently away from work or school, especially without good reason 
(Hornby, 2015:5). A high rate of absenteeism is considered to be extremely costly from 
an economic and moral standpoint, and research demonstrates the relationship 
between job satisfaction and absenteeism (Haskins, Phakathi, Grant & Horwood, 
2014:37). Some authors allege that workers who report being overloaded within the 
workgroup tend to avoid stress by withdrawing from the workplace. Traditionally, 
absenteeism has been viewed as an indicator of poor individual performance, breach 
of an implicit contract between employer and employee, as well as a management 
problem. Other factors that high absenteeism in the workplace may be attributed to 
include poor morale, which is characterised by unhappy employees, reduced 
productivity and poor patient service (Haskins, et al. 2014:37).  
 
When people choose not to show up for work and do not to call in advance, businesses 
may find it unprofessional and inconsiderate. Furthermore, it is revealed that people 
who are dissatisfied with their jobs are absent more frequently, with the type of 
dissatisfaction that often causes employees to miss work being related to the work 
itself. The psychological model that discusses absenteeism, called the ‘Withdrawal 
Model’, assumes that absenteeism represents an individual withdrawal from 
dissatisfying working conditions. The model indicates that absence is generally viewed 
as ‘mildly deviant workplace behaviours’, with negative attributions about absences 
bringing about outcomes such as being the source of workplace conflict (Haskins, et 
al. 2014:37). 
 
Absenteeism is a growing issue for many South African businesses due to the effects 
it creates for productivity and staff morale. Even though absenteeism can often be due 
to legitimate reasons, it can sometimes get out of control if the situation is not managed 
effectively. Occasionally, employee absences are reported to be inevitable, such as 
employees getting sick or having to handle personal emergencies, but habitual 
absences are regarded to be the most challenging (Haskins, et al. 2014:37). 
 
 
 
 105 
3.3.2.2  Category 2: Negative experiences with patients 
 
Participants revealed that they had negative experiences with patients, which they 
expressed as negative attitudes from patients and language barriers. Participants 
stated that language barriers were experienced especially with patients from foreign 
countries who could not understand English as a means of communication. 
 
a) Negative attitudes of patients 
 
Participants claimed that patients were very unappreciative of the caring the PHC 
professional nurses provided, which had a negative effect on the nurse-patient 
relationship. Participants shared that when patients complained about them, it affected 
them negatively. Experiences of patients’ negative attitudes, as verbalised by the 
participants, are supported by the following quotations: 
 
“Patients were very much unappreciative. When l gave them their monthly 
supply, they would go to the sisters and try and check if l gave them the 
correct treatment. Others were still doubtful about my capabilities, this type 
of attitude really upset me” (#PN1, 46 years old, 12 years’ experience) 
 
“Other patients don’t appreciate, they think I’m wasting their time. We feel 
our patients are demanding too much from us, some don’t take our advice. 
We are not appreciated as nurses where patients complain about us, I feel 
disrespected and dissatisfied about this issue” (#PN2, 49 years old, 15 
years’ experience) 
 
“Our community also expects us as nurses to work throughout the day 
without any lunch. Other patients come and knock on your door to say you 
are wasting time. Our patients don’t appreciate the care that we render. 
They come with the attitude that as nurses, we just have to work and not 
say anything” (#PN3, 52 years old, 30 years’ experience) 
 
“You would find that the way l was taking time trying to do the correct things, 
the mothers would complain that I’m taking time with one child. Their 
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complaints would upset me because they would complain to such an extent 
that l would hear all what they were saying while l was in the consulting 
room while they were in the waiting area” (#PN4, 49 years old, 27 years’ 
experience) 
 
“Complaining against us influence us negatively, but if they come with their 
attitudes, we must try to not let their bad attitude also bring a bad attitude 
in ourselves” (#PN7, 43 years old, 12 years’ experience) 
 
Although participants expressed a feeling of being disrespected and dissatisfied about 
the issue of patients not being appreciative of their efforts, others tried to look at the 
situation in a positive way. One participant indicated that even though patients 
complaining about them influenced them negatively, as PHC professional nurses, they 
had to try not to let the patients’ bad attitude create a bad attitude in them. It was also 
clear from the quotations that the relationship among the PHC professional nurses 
and the patients was poor, as some patients were doubtful of the PHC professional 
nurses’ capabilities. When relationships were good among the PHC professional 
nurses and the patients, the relationship was a good medium through which 
information was exchanged, feelings and concerns shared, interventions provided and 
outcomes attained.  
 
Sallee (2014:326) posits that attitude involves a predisposition or tendency to respond 
in one way or another. Often, the attitude that accompanies a verbal interaction, which 
can be positive or negative, is described to be much more meaningful than the actual 
words spoken. Moreover, one may hear ‘attitude’ in a person’s tone of voice, which is 
often said to be communicated loud and clear through nonverbal communication. The 
attitude and verbal abuse experienced by nurses in the workplace are mostly by 
patients and the patients’ family members.  
 
b) Language barriers 
 
Participants in this study reflected on the issue with language barriers that they 
experienced, which prevented them from effectively caring for patients. The language 
barrier was also reported to have hindered the PHC professional nurses in doing 
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things right. Language barriers had a negative impact on effectively caring for patients 
as participants were unable to act upon some patients’ needs due to their inability to 
communicate with the patients. The following quotations verify the finding: 
 
“Most of the time we come across patients who are not able to talk our 
South African languages, so, such an experience needs a nurse to think 
out of the box, look for people to interpret for her in order to render quality 
care to such patients. My experience of coming across such type of patients 
requires me as a nurse to have the ability to listen and understand people 
from all walks of life” (#PN2, 49 years old, 15 years’ experience) 
 
“Communication with such patients is not that effective, cards are written in 
those foreign languages that l would not understand, therefore, l also 
struggle getting the proper history from the patient. We struggle a lot to do 
the right thing because of the language barrier” (#PN3, 52 years old, 30 
years’ experience) 
 
“Sometimes you find that the problem with these patients is communication, 
there is communication break down because we don’t know their language, 
and many of them don’t know English” (#PN4, 49 years old, 27 years’ 
experience) 
 
Other participants revealed that some patients could not express themselves in the 
languages that the PHC professional nurses knew, which hindered communication 
and effective caring. Hornby (2015:108) defines language barriers as difficulties 
experienced by people speaking different languages. Norouzinia, Aghabarari, Shiri, 
Karimi and Samami (2016:66) confirm that despite nurses and patients’ attention to 
communication, there are some barriers. The most common identified language 
barriers from the nurses’ viewpoint are differences in colloquial language among 
nurses and patients. According to Houle (2010:1), language barriers affect the quality 
of care, misunderstanding of information, incomplete nursing assessments and the 
inability to form therapeutic relationships. Nurses and patients without English 
competency are noted to become overwhelmed and frustrated with language barriers; 
more time is spent with each patient and care becomes impossible. According to 
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McBride, Block and Russo (2017:326), some patients are not confident in their ability 
to access health services when needed, indicating that limited English is also a barrier 
to service access. 
 
Hossain (2015:1) states that one out of 10 people in South Africa speaks a language 
other than English within their homes. Their limited ability to speak and understand 
the language is regarded to have become a struggle in accessing necessities. 
Language barriers significantly impact safe and effective healthcare as the battle 
becomes especially prominent within the healthcare setting due to lack of adequate 
interpreter services. A lack of understanding between the patient and health provider 
has a negative impact as it can result in life-threatening misdiagnoses. Language and 
communication issues affect the care healthcare providers deliver across healthcare 
contexts and around the world. Bowen (2015:2) confirms that patients who are not 
proficient in the language of their provider are subject to risks of poor communication. 
An inability to communicate (Naidoo, 2014:425) can be a traumatic and fearful 
experience. Language barriers are regarded to have a negative impact such as 
increased avoidance behaviour which may result in patients presenting late for health 
care. Miscommunication can also result in increased errors both in diagnosis, 
management, and less compliance with education and treatment. Shah, Khan, 
O’Donnell and Kapral (2015:813) also found that language barriers may lead to poor 
quality of care for many reasons, which include misdiagnoses, delays in care, 
decreased patient engagement and empowerment. Language barriers therefore have 
a significant impact on safe and effective health care. Effective communication allows 
patients to participate more fully in their care (Quick Safety, 2015:2). Clear 
communication (Albougami, 2015:167) between the patient and caregivers is thus 
paramount in ensuring the highest quality of health practices. 
 
3.3.2.3 Category 3: Nurse frustrations 
 
The PHC professional nurses’ frustrations were reported to have been triggered by a 
number of factors which led to participants becoming annoyed and impatient in the 
workplace. The PHC professional nurses’ frustrations were discussed as follows: 
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a)  Management not listening  
 
Participants in this study reported frustrations with management not listening to them. 
Due to their perception that management was not listening to them, participants felt 
that their voices were not heard. The following statements illustrate the feelings and 
frustration experienced by participants: 
 
“Our voices are not heard, we just work like machines in a factory, no one 
wants to know, instead l just have to push the queue, I just have to see all 
patients in the clinic and keep quiet” (#PN3, 52 years old, 30 years’ 
experience) 
 
“So, the other attitude which is common is that when you have a 
suggestion, for example where the other one will just say, l have a good 
suggestion, talking to the supervisor, she does not take it because it’s me. 
And because she is doing that, I’m going to drag my legs, l won’t perform 
well” (#PN4, 49 years old, 27 years’ experience) 
 
“At the end of the day we do raise these matters but, as l have already said, 
it seems as if it does not go to corporate because corporate at the end of 
the day just looks at quantity instead of quality” (#PN7, 43 years old, 12 
years’ experience) 
 
Cherry (2014b:286) defines management as the coordination of resources, such as 
time, people and supplies to achieve outcomes; it also involves problem-solving and 
decision-making processes. Management not listening to their subordinates resulted 
in the participants having to face the high number of patients without the support and 
appropriate decisions on how to deal with the numerous patients. Management 
problems were depicted when participants explained that they were expected to just 
consult all the patients in the PHC clinics without reasoning or taking appropriate 
decisions. This was illustrated by participants who compared themselves to working 
like machines in a factory where no one wants to know anything about them. 
Management’s failure to listen to their subordinates was also demonstrated by 
participants mentioning that they were compelled to push the queue, consult all the 
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patients and keep quiet. It is clear from the participant quotations that the managers 
in the PHC clinics maintained control of the day-to-day operations of their defined 
areas of responsibility to achieve the established goals and objectives, but they did 
not pay attention to the concerns of their subordinates.  
 
b)  Quantity versus quality care: high workload 
 
Participants claimed that their employer was only concerned with the number of 
patients they consult per day, which was expressed as quantity, instead of the quality 
of care they should render to patients. Quantity was also referred to as a high workload 
that the PHC nurses encountered on a daily basis. Due to the high workload and 
having to rush services, the participants rated the care they provide patients as 
quantity rather than quality care. This was verified by following quotations: 
 
“What we are doing is quantity instead of quality. The type of caring that is 
rendered is not up to standard. Nurses come and go because of the 
workload, they resign in numbers because there is too much to be done in 
a clinic setup. You always struggle with seeing all patients in a day. We 
actually become overwhelmed with the number of patients that we are 
supposed to see on a daily basis” (#PN1, 46 years old, 12 years’ 
experience) 
 
“No quality caring for patients, nothing. They don’t care whether we render 
quality care to those patients or not, they only want to see all patients out 
of the clinic at the end of the day. We have to do slap-dashes in order to 
cope with the number of patients. We are expected to render quality, which 
is not possible if we are short staffed” (#PN3, 52 years old, 30 years’ 
experience) 
 
“Our managers just need us to reach all the targets, they don’t care whether 
it’s quality care or not. As nurses, we are overwhelmed with patients and 
on a daily basis, we try to satisfy all the patients and the employer. You 
actually become tired on a daily basis. We sometimes sacrifice our tea 
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breaks because we have to see all patients, no one is to be turned away” 
(#PN4, 49 years old, 27 years’ experience) 
 
“We only focus on quantity instead of quality, patient care becomes poor 
quality. We only do a slap dash because we are trying to push the queues 
and we are trying to get patients out of the clinics, we are here to render 
quality and not quantity based patient care” (#PN7, 43 years old, 12 years’ 
experience) 
 
MacPhee, Dahinten and Havaei (2017:1) describe workload to be associated with the 
volume of nurses’ work, which is commonly measured by staffing levels or nurse-
patient ratios. When nurses experience heavy workloads, they tend to leave essential 
tasks undone, resulting in negative nurse and patient outcomes, with the quality and 
safety of patient care being compromised. Compromised nursing standards are 
regarded as sources of emotional and moral distress, with deeper ethical roots. Moral 
distress is believed to occur when the internal environment of nurses, their values and 
perceived obligations are incompatible with the needs and prevailing views of the 
external work environment. Moral distress leads to high turnover, higher rates of 
absenteeism, burnout or emotional exhaustion and resignations among members of 
staff. Outcomes from emotional and moral distress include job dissatisfaction because 
nurses are unable to act on some patients’ needs as care is hurried (Armstrong, 
2013:153; MacPhee, et al. 2017:2).  
 
Increased nurse turnover and decreased job satisfaction are also associated with high 
workloads. The major source of emotional exhaustion, being a heavy workload, is a 
demand that is often outside of the nurses’ control. Without adequate resources and 
support to meet the heavy workload, nurses grow dissatisfied and resign, sometimes 
leaving the profession altogether (MacPhee, et al. 2017:12). High workloads are 
relevant risk factors with a highly negative impact on emotional exhaustion and vigour 
(Van Bogaert, et al. 2017:12).  
 
 
 
 112 
3.3.2.4  Category 4: PHC professional nurses’ negative experiences with the 
PHC clinic system  
 
The most critical issue to the success of the PHC services is customer satisfaction. In 
this study, this relates to how a patient regards the PHC professional nurses rendering 
care to patients. Negative experiences by PHC professional nurses have been 
expressed in various aspects which affected their ability to effectively care for patients. 
Within the context of the important contributions that PHC professional nurses made 
in patients’ lives, many were found to be challenged in rendering effective care due to 
some kinds of barriers. The barriers expressed by participants in this study included: 
shortage of medications; lack of functional medical equipment and other essential 
resources; shortage of PHC professional nurses and the use of inexperienced staff; 
working under pressure - compelled to finish all patients; low salaries, no rewards and 
high resignations by PHC professional nurses; negative experiences with 
management practices – inadequate budget allocation and favouritism; as well as the 
negative experiences with ambulance services – ambulances unavailable, which are 
discussed as follows: 
 
a) Shortage of medicines, lack of functional medical equipment and other 
essential resources 
 
An important factor raised by the participants was the shortage of medications, lack of 
functional medical equipment and other essential resources. Participants also 
reported to have asked for resources from other PHC clinics, and they tried to ensure 
that patients received appropriate care. Participants related that when there was 
shortage of resources, caring was not possible. The following quotations reflect what 
the participants said: 
 
“There are shortage of resources, you have to ask for resources from other 
clinics, which further hampers caring. When you start working it’s already 
around 10:00, you are already tired of driving from one clinic to the next 
looking for resources. There is shortage of vaccines and other medicines. 
In case we are running short of supplies, caring is not possible. Shortage 
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of medication still makes caring a problem. We don’t have resources” 
(#PN1, 46 years old, 12 years’ experience) 
 
“Sometimes we could not give appropriate medicines because they were 
out of stock, which made it even worse to care for patients, both acute and 
chronic patients. When there are no medications, it becomes a problem 
because you have to give an excuse to each an every patient who does not 
get medicines. Some of the patients would not receive their medications for 
two to three months” (#PN2, 49 years old, 15 years’ experience) 
 
“We actually don’t have functional equipment, the issue of equipment is a 
real challenge. If our equipment are not functional or are not adequate, 
what type of care do you expect me to render to a patient? These 
equipment are not even calibrated, they don’t give accurate readings. We 
run out of medications at times” (#PN3, 52 years old, 30 years’ experience) 
 
“There is shortage of medication. Shortage of medication is 99.9% l can 
say, and it’s not the mistake of the facility. We’ve heard several times that 
the department is not paying people and at the end of the day, the 
companies don’t want to release medication and so on. So, whether we are 
ordering, if the stock is not there, then we cannot give anything to the 
patients” (#PN7, 43 years old, 12 years’ experience) 
 
The unavailability of medicines resulted in participants being unable to prescribe 
relevant medicines for patients. For some participants, the lack of relevant or functional 
medical equipment made them feel challenged and as if they were failing in rendering 
effective caring for patients. Participants also stated that the available equipment was 
not calibrated and gave wrong readings. It is clear from the participant quotations that 
the shortage of medicines, lack of functional medical equipment and other essential 
resources made effective caring for patients almost impossible. Although participants 
expressed a lack of resources in many instances, they claimed to have tried and 
worked hard with the little that they had to ensure that patients received the care they 
needed. 
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Haskins, et al. (2014:38) confirm that a lack of equipment and supplies is a major 
factor that contributes to nurses’ dislike of nursing and causes many frustrations. The 
authors (Haskins, et al. 2014:38) further indicate that employers expect people to work 
and change their attitude, without giving them the supporting materials. According to 
Bejoy and GroundUp (2016:1), the public health system continues to have shortages 
of medicines, including medicines for the management of HIV and Tuberculosis (TB). 
This lack of relevant medicines can mean that those patients have to be switched to 
more expensive or less effective treatments, often with worse side effects. Disruptions 
in taking these medicines increase the chances of patients’ infections becoming 
resistant to drugs.  
 
Molelekwa (2017a:1) found that Gauteng Provincial hospitals and clinics are not 
receiving all the vital and essential medicines they need, with the problem being 
particularly bad in the East Rand. Ekurhuleni is currently said to be experiencing 
medication shortages at various healthcare institutions, where there is not enough for 
all patients. As a result, patients are only given enough treatment for two weeks at a 
time. Another issue raised by Bateman (2013:600) is that the lack of essential drugs 
has become a national crisis affecting districts in eight of the nine provinces, which is 
a threat to the lives of thousands of patients. Doctors and nurses in South African 
hospitals and clinics are said to have indicated that the shortage of essential and basic 
medications is becoming increasingly frustrating. Dookie and Singh (2012:3) mention 
that strategic resource allocation on an equitable basis is required to maximise health 
benefits.  
 
According to Terzioglu, Temel and Hasan (2016:735), worker performance affects the 
success of an institution while institutional factors, in turn, affect the performance of 
workers. Luchman and González-Morales (2013:38) highlight that the resource 
perspective suggests that workload demands are stressful as individuals perceive that 
they have insufficient time, personal capacity or resources to complete a set of tasks. 
 
b) Shortage of PHC professional nurses and the use of inexperienced staff 
 
Participants in this study mentioned a shortage of PHC professional nurses, with 
employers expecting all services to run uninterrupted. Such problems brought some 
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dissatisfaction among the PHC professional nurses as they were expected to do more. 
This finding was substantiated by participants who said: 
 
“Some of the challenges that we go through is the human resource 
problem, we don’t have enough nurses. I feel that one nurse tackling that 
department is a bit overwhelming. The nurses are few, this is a difficult task 
because we are short-staffed. Working in a clinic which is short-staffed is 
very difficult” (#PN1, 46 years old, 12 years’ experience) 
 
“We are in short supply relative to the demand for the health care that we 
are supposed to render to our patients. Caring for our patients has certainly 
gotten more complicated, while our clinics are under-staffed. All services 
have to run at the same time, despite being short staffed” (#PN2, 49 years 
old, 15 years’ experience) 
 
“It is difficult to take care of all these patients while there is shortage of staff 
in the clinic. Our clinic does not have enough nurses. If we are short-staffed 
it contributes to the patients’ long waiting time” (#PN4, 49 years old, 27 
years’ experience) 
 
“So, shortage of staff affects the patients that way because l will say these 
have to be turned back. Shortage of staff again is because nurses leave 
because the money is little, l mean really they leave, and if they leave, 
maybe four in a month. So, you can imagine if four professional nurses 
leave the facility, what’s gonna happen?” (#PN8, 50 years old, 7 years’ 
experience) 
 
The issue with the shortage of PHC professional nurses, as expressed by the 
participants in this study, was mentioned to be associated with problems such as long 
waiting times for patients. The situation was further complicated by more resignations 
by the PHC professional nurses due to dissatisfaction with the increased workload. 
The shortage of PHC professional nurses in the PHC clinics made it difficult for PHC 
professional nurses to provide effective caring for patients. 
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According to Hatmaker (2014:223), the nursing profession has a long history of cyclic 
shortages which have been documented since World War II. The outcome of these 
developments put nurses under pressure, since nursing takes time to perform. 
Essential care is then left undone while the shortage of professional nurses leads them 
to experience moral distress (Anderson, et al. 2015:2; Doane & Varcoe, 2015:440). 
This view is supported by Sehume, Zungu and Hogue (2012:13), who indicate that the 
outcry concerning the shortage of nurses is a national problem; with consideration that 
the shortage brings the worst out of our healthcare system in the already resource-
stricken rural areas. 
 
Bidwell, Laxmikanth, Blacklock, Hayward, Willcox, Peersman, Moosa and Mant 
(2014:1) state that the worldwide shortage of health workers is estimated to be 
approximately 4.3 million. Countries with the highest burden of disease are those 
worse affected. Low- and middle-income countries are currently facing severe human 
resources challenges, resulting in a reduction in their ability to provide even the most 
basic health care to their citizens. Negussie (2012:107) confirms that staff shortages 
have significant undesirable effects on the efficiency and effectiveness of the health 
care delivery systems. High staff turnover is regarded as one of the major factors 
contributing to the shortage of healthcare workers. Becker (2017:1) reiterates that a 
lack of registered nurses, poor working conditions and legislative bungles are causing 
a crisis where the cry for more nurses can be heard around the world, with South 
Africa being no different. Due to the significant shortage of qualified professional 
nurses, it is estimated that in public healthcare facilities, one nurse does the work of 
three or four others.  
 
Inadequate or insufficient staffing, coupled with a heavy workload and limited face-to-
face patient time, are considered intricate features of caring. In countries like China, 
reports divulge that nurses have undertaken many nursing and non-nursing tasks in 
their daily work, and they experience more psychological distress. Such reports 
confirm that nurses leave the nursing profession to pursue less demanding careers, 
which makes the nurse shortage even more severe in those countries (Anderson, et 
al. 2015:6; Cherry, 2014a:362; Hawke-Eder, 2017:25; Peng, et al. 2015:708).  
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Chipeta, Bradley, Chimwaza-Manda and McAuliffe (2016:2) state that Malawi is 
currently facing a severe shortage of human resources for health as it operates with 
only 33% of the healthcare workers needed to effectively deliver healthcare services 
to the population. The unavailability of sufficient human resources (Alcalde-Rabanal, 
Nigenda, Bärnighausen, Velasco-Mondragón & Darney, 2017:1) for health services is 
identified as a major global policy concern. The health workforce is regarded as the 
social and technical foundation of any health system. The absence or poor distribution 
of the health workforce can negatively impact both the delivery of health services and 
the accomplishment of local or national population health goals. Alcalde-Rabanal, et 
al. (2017:1) further indicate that strengthening the primary health care and health 
promotion services through sufficient human resources is identified as a high priority 
area for health systems in many countries. Decisions based on the size and 
combination of the nursing teams (Gaviria-Noreña, 2013:118) are critical for 
healthcare services and have direct implications for the quality of care rendered. 
Witges and Scanlan (2015:189) support that many nurse leaders are faced with 
tackling nursing shortages that result from poor work environments. 
 
c) Working under pressure: compelled to assist all patients 
 
Participants in this study claimed to work under pressure due to the high number of 
patients they had to consult daily. The participants revealed that by having to push the 
queue and assist all the patients, they sometimes had to sacrifice their lunch breaks. 
One participant said that her colleagues only pushed the queues to get the patients 
out of the PHC clinic; they were not actually caring for the patients. This is illustrated 
by the following quotations:  
 
“We try and even sacrifice even our lunch breaks at times. All the nurses 
try to push their queues as fast as possible. You are forever working with 
patients, there is no rest” (#PN1, 46 years old, 12 years’ experience) 
 
“We need to push the queue and finish all patients in the clinic. We only 
pushed the queue to get the patients out of the clinic, not actually that we 
were caring, we just tried to make patients happy” (#PN2, 49 years old, 15 
years’ experience) 
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“We all know that you cannot put your pen down and say I’m done seeing 
patients now. We must continue until all the queue is finished, we are only 
slap dashing a client” (#PN7, 43 years old, 12 years’ experience) 
 
These quotations verify that participants worked under pressure to the extent that they 
had to fast-track the caring rendered to patients as they had to push the queues. It 
can be assumed from the information presented by the participants that the more they 
had to push the queues, the more they were providing substandard care. 
 
Hawke-Eder (2017:25) confirms that time pressures negatively influence nurses’ 
capacity. Institutional or workplace pressures interfere with nurses’ ability to provide 
care according to a caring philosophy. The main work-related reason given by nurses 
when they leave their jobs is usually ‘time pressure’. In other instances, heavy 
workloads are said to put some nurses under pressure of arriving early or leaving late, 
and missing breaks because they do not have enough time to get their work done 
(MacPhee, et al. 2017:12).  
 
Hawke-Eder (2017:25) also indicates that given the current healthcare context, where 
the environment is shaped by the political and economic factors, it creates further 
challenges for caring. An example of this is when more value is placed on prompt and 
efficient throughput of patients than on less visibly valuable activities, such as talking 
to patients. These services are regarded as the little things nurses are not supposed 
to do anymore, yet these caring qualities are the ones patients value the most. 
Additionally, the environments have inadequate staffing, high workloads and an 
overemphasis on targets and throughputs, rather than on quality. This situation leaves 
nurses feeling disillusioned, cynical and task-oriented. Nurses continually voice 
frustrations at not being able to deliver care in a manner consistent with their caring 
attitudes. Some nurses are reported to succumb to stress and burnout as they try to 
deliver care in politically and economically constrained environments. Others resort to 
coping strategies typically used by nurses when dealing with burnout, which includes 
being psychologically withdrawn from the job, negative attitudes which are the 
antithesis of caring, apathy, cynicism and harshness (Hawke-Eder, 2017:25).  
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d) Low salaries, no rewards and high resignations by PHC professional 
nurses 
 
Participants in this study expressed that they were paid below minimum wage, 
especially as PHC professional nurses in the government sector. This was confirmed 
by the following quotations: 
 
“The issue of salaries, we as nurses in the government sector are paid low 
salaries which escalates the issue of shortage of staff” (#PN1, 46 years old, 
12 years’ experience) 
 
“Sometimes nurses would resign being four or five in one month from one 
clinic, professional nurses are still resigning in numbers due to low salaries” 
(#PN2, 49 years old, 15 years’ experience) 
 
“They are not rewarded, which causes delay in service delivery. I am not 
rewarded, maybe at the end of the day, a better salary. The department is 
not paying people” (#PN7, 43 years old, 12 years’ experience) 
 
“My other experience is that PHC training is a speciality which is paid for in 
the government hospitals. At the clinics they don’t pay for it whereas the 
salary is also not that good, so, the salary is a problem here. We just stay 
here because we love our patients and it’s near home, it’s just few minutes 
away from home, so, if you think of going any further, it’s a problem, but the 
salary is not that encouraging for one to stay” (#PN8, 50 years old, 7 years’ 
experience) 
 
Being paid low salaries, accompanied by a lack of rewards as expressed by the 
participants in this study, resulted in some PHC professional nurses resigning from 
their employment. This might also be attributed to low staff morale and a feeling that 
there was nothing which motivated them to continue working for their employer. High 
resignations by PHC professional nurses resulted in delayed caring for patients since 
few PHC professional nurses remained to care for the high number of patients in the 
PHC clinics. 
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Kamati, Cassim and Karodia (2014:48) confirm that many professional nurses resign 
from their workplaces due to the pressure of poor work conditions and low pay. The 
loss of human resource capacity (George, Atujuna & Gow, 2013:1) has a severe 
impact on the health system in South Africa. Becker (2017:5) indicates that nurses are 
notoriously poorly paid, particularly with the lower categories being people who work 
for long hours for poor salaries, often in substandard conditions, especially in the 
public sector. According to Negussie (2012:110), there are significant and positive 
relationships between rewards and work motivations, with payment being regarded as 
the most significant factor which affects nurses’ work motivation. Nurses appear to be 
severely demotivated by the payment they currently receive, with low salaries being 
regarded as the primary source of dissatisfaction for the majority of them. Dookie and 
Singh (2012:3) indicate that apart from capacity building, there should be incentives 
to motivate health personnel and support career development. Lack of recognition of 
employees who are performing well, the absence of a formal performance appraisal 
system, and poor working conditions were identified by Awases, Bezuidenhout and 
Roos (2013:1) as factors that negatively affect the performance of nurses. 
 
e) Negative experiences with management practices 
 
Participants revealed that they had negative experiences with management practices, 
which were expressed as inadequate budget allocation and favouritism, discussed as 
follows: 
 
(i) Inadequate budget allocation  
 
Inadequate budget allocation for PHC clinics in this study indicates that management 
failed to adequately plan the annual budget to maintain supplies to operate for a 
determined period. The participants revealed that few resources were purchased due 
to the inadequate budget allocation. Shortage of resources was one factor which was 
reported to make caring for patients impossible, and it was attributed to inadequate 
budget allocation. When resources were not available, participants improvised or 
purchased some equipment out of their own pockets. This was illustrated by the 
following quotations: 
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“So, the issue of resources is still a very big problem in this clinic. All we 
hear when we raise the issue of shortage of vital resources is that there is 
not enough budget, we have to wait for the next financial year. When the 
new financial year starts, still, few resources are purchased” (#PN2, 49 
years old, 15 years’ experience) 
 
“Yes, equipment such as blood pressure machines are not enough 
because they say there is no budget. With the issue of shortage of 
equipment and other resources, we are always told to wait for the new 
financial year to order the things we need” (#PN3, 52 years old, 30 years’ 
experience) 
 
“So, our lack of equipment that we order, sometimes they will tell you that 
we are waiting for the budget. I’m working using improvisation equipment, 
then it means everybody has to wait” (#PN5, 45 years old, 13 years’ 
experience) 
 
According toTreatment Action Campaign + Section27 (2015:2), there has been a 
sharp deterioration in healthcare at hospitals and clinics in Gauteng Province over the 
past few years, marked by shortages of medicines, collapsing infrastructure, broken 
equipment, inadequate provision of staff, misuse and misallocation of funds. 
Insufficient budgets for new equipment have been mentioned to cause delays and 
difficulties in getting equipment ordered. Healthcare facilities are said to wait for long 
periods to get the equipment that they have ordered; sometimes it takes years for the 
equipment to be delivered. In some circumstances, healthcare facilities are said to 
either make do without the necessary equipment or continue to use equipment that is 
well past its lifespan. The inadequate budget allocation by the Gauteng Department of 
Health (GDoH) therefore indicates that the department has failed to create a budget 
that accurately reflects the cost of running an effective healthcare service. Treatment 
Action Campaign + Section27 (2015:3) further indicates that it is not clear whether the 
GDoH routinely undertakes accurate assessments and projections on patient 
volumes, utilisation of services, the correct staffing and equipment needs to provide 
an effective service to those volumes of patients and the resultant costs. Henderson, 
Koehne, Verrall, Gebbie and Fuller (2014:346) also identified funding as a barrier to 
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delivering comprehensive PHC across community nursing settings and general 
practice. 
 
(ii) Favouritism  
 
Another negative experience expressed by participants was unfair practices by 
management, such as showing favouritism to certain employees. The findings were 
verified by the following quotations: 
 
“One of the worst experiences is that preferences in incentives such as half 
days were given to staff members who have been working long in the facility 
than the rest of the other nurses. This made me feel bored and angry 
because most of the time, those nurses would even leave some of the 
patients from their queues” (#PN2, 49 years old, 15 years’ experience) 
 
“You find that the other nurse is being taken for short courses, the other 
one is not taken there, and it causes a problem. It always causes a problem 
because now the other one thinks it’s because of favouritism, the other one 
thinks the in-charge doesn’t like her, that’s why she’s not taken for short 
courses” (#PN4, 49 years old, 27 years’ experience) 
 
Favouritism was observed as preferences in incentives which were awarded to those 
members of staff who worked longer in the PHC clinics. Some participants expressed 
dissatisfaction due to a manager who showed favouritism to some colleagues in one 
of the PHC clinics without real merit. Such employees were subject to special 
treatment while the newly employed PHC professional nurses got pushed aside. The 
favoured employees got rewards in the form of half days incessantly being awarded 
by the manager. Hornby (2015:550) defines favouritism as an act of unfairly treating 
one person better than others because you like them. In this study, one participant 
claimed that she felt bored and angry when the other PHC professional nurses left 
their patients in the queues as they were awarded half days while she was not. From 
the participant quotations, it is evident that favouritism by managers in the workplace 
brings dissatisfaction among other staff members. 
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Favouritism is a major reason why managers fail to gain their employees’ respect. It 
is regarded as healthy for managers to favour and reward an employee who is always 
willing to collaborate and offer assistance and real solutions, which, in turn, can even 
motivate employees to deliver better results. Employees may experience favouritism 
in the workplace by observing their managers or supervisors giving their favourites the 
best assignments, while other employees may be just as good, or even better than the 
employees assigned to do a particular job (Caroline, 2015:79; Pelit, Dinçer & Kiliç, 
2015:86).  
 
Favouritism can devastate a department because other employees may know who 
among their colleagues get privileges far beyond what they deserve. Therefore, this 
practice can turn out to have a significant impact and the situation may become toxic. 
With the practice of favouritism by managers or supervisors, morale is likely to suffer 
and resentment will increase due to managers favouring certain individuals. In some 
situations, it can be serious and create a hostile environment for others. Favouritism 
brings along harmful side effects such as cliques and divisions within the departments; 
even in departments which were previously reported to be working well together as a 
team. Management’s favouritism can shatter essential teamwork within a short space 
of time, and cooperation can greatly suffer. When favouritism prevails in the 
workplace, some very good employees will typically quit or leave the department 
(Aydogan, 2012:4577; Büte, 2011:186; Caroline, 2015:79; Pelit, et al. 2015:86).  
 
By practising unhealthy favouritism, where managers fail to treat everyone equally, 
the manager will be fostering separation that can demotivate employees and damage 
team unity. By focusing attention on particular employees, it is easy for managers to 
overlook growth opportunities and unique skill sets offered by other employees. Under 
such circumstances, there is a high chance that the employer may lose good people 
if they feel that their talents are going unnoticed. Unearned favouritism also causes 
unselected employees to believe that their efforts will not be fairly recognised. Those 
employees singled out as favourites and advancing purely because of that usually end 
up in positions they are not qualified for, surrounded by resentful and unsupportive 
peers (Aydogan, 2012:4577; Büte, 2011:186; Caroline, 2015:79; Pelit, et al. 2015:86). 
Fu (2015:5) also agrees that favouritism, as unfair treatment, can affect cooperation 
and a sense of teamwork in the workplace.  
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f) Negative experiences with ambulance services: ambulances unavailable 
 
Participants in this study expressed that ambulances were not readily available. 
Participants claimed that sometimes when ambulances were called to the PHC clinics, 
they did not come. The participants viewed caring for patients in the PHC clinics as 
being risky because of ambulances’ failure to come when needed. This was supported 
by the following quotations: 
 
“There is no ambulance readily available to transport patients, sometimes 
you end up not having the ambulance that comes to fetch them to hospital. 
You will wait for more than three hours for the ambulance to come. You will 
wait with the patient for the ambulance for that period, even if it’s after 
hours. You can call an ambulance and it never comes. As a professional 
nurse, you have to wait with the patient until the ambulance comes” (#PN2, 
49 years old, 15 years’ experience) 
 
“The other thing is the issue of the ambulance. Most of the time when we 
have patients who need to be transferred to the hospital, we usually find it 
being a challenge because you can phone an ambulance, the ambulance 
will take three to four hours before it comes, sometimes no ambulance will 
come to the clinic to fetch the patient” (#PN4, 49 years old, 27 years’ 
experience) 
 
“The other thing is the experience with the ambulance services. We are 
having a very big challenge where you find that we can call an ambulance 
at one o’clock and it will arrive after three hours or so. Reason being they 
will tell you that there is only one ambulance for the whole of this area or 
whatever” (#PN8, 50 years old, 7 years’ experience) 
 
Ambulances are classified under the Emergency Medical Services (EMS), which are 
defined as formalised prehospital care provided by emergency care professionals who 
respond to medical emergencies within a well-defined jurisdiction (Mould-Millman, 
Dixon, Sefa, Yancey, Hollong, Hagahmed, Ginde & Wallis, 2017:274). Services 
rendered by EMS play a critical role in emergency care systems by providing timely, 
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safe, on-scene evaluation, stabilisation and transport to an appropriate facility; 
however, this is not the case. Despite their importance for improved health outcomes, 
the crucial capabilities and capacities of the EMS remain unacceptable to the users. 
 
Where EMS exist, they are reported to be inadequate to meet the demands of the 
populations’ care needs. This is evident in the report by the South African Health News 
Service dated March 22, 2017, titled: ‘Emergency services crisis in Diepsloot’. The 
report revealed that Diepsloot and the surrounding areas, with a combined population 
of well over 80 000 people, are serviced by only two clinics and two ambulances. In 
such densely populated areas with limited resources, people have to wait for up to 
four hours for an ambulance called out to the area. In the report, the community 
acknowledge that they do have an emergency centre in Diepsloot, but it cannot cope 
due to the shortage of ambulances to service the population of the township. The 
report indicates that the community is desperately urging for more public healthcare 
services, stating that it would be better if the EMS had another four or five ambulances. 
The report also reveals that on many occasions, people would call for an ambulance 
and receive no response at all, or the ambulance would only arrive after several hours 
had passed. While this issue does not only affect the Diepsloot community, the report 
highlights that the Chief Executive Officer (CEO) of EMS in Gauteng acknowledged 
that the ambulances’ response times in Diepsloot were poor, but indicated that there 
were reasons attributed to that (Molelekwa, 2017b:1). 
 
While Gauteng Province is not the only province affected by lack of ambulances, in 
the report by Treatment Action Campaign + Section27 (2015:35) Tota, the DENOSA 
Provincial Secretary in the Eastern Cape, confirms that the crisis in EMS and patient 
transport is also acute in the Eastern Cape. This is reported to extend to most 
provinces; the Free State and Mpumalanga perhaps chief among them. In actual fact, 
PHC professional nurses in this study also experienced a lack of ambulances on a 
daily basis. In a plea to improve EMS systems, the report states that government 
knows what is needed, which is more and better ambulances, more and better-trained 
staff, more and better equipment, more and better planning and budgeting. In this 
instance, those in the halls of power understand that their decisions are felt severely 
by people who depend on them in their most vulnerable and desperate moments of 
life (Treatment Action Campaign + Section27, 2015:35).  
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It is also mentioned in the report that nurses are witnesses in the hearings, as this is 
what all the nurses in the Eastern Cape go through in their daily lives, throughout their 
careers. This caused deep pain to those who have survived but had their lives crushed 
by a system that has failed them (Treatment Action Campaign + Section27, 2015:35). 
Health system deficiencies that range from poor EMS, shortage of medicines and lack 
of an enabling environment for service delivery were also reported by Munyewende 
and Rispel (2014:4) in two South African provinces. 
 
3.4  THE EXPLORATION AND DESCRIPTION OF EXPERIENCES OF 
PATIENTS OF CARING BY PRIMARY HEALTH CARE PROFESSIONAL 
NURSES 
 
In-depth, individual, phenomenological interviews were also conducted with this 
category of participants to determine their lived experiences of caring. The interviews 
were conducted in consulting rooms away from the patients’ waiting area. The 
question posed to patients was: “How are professional nurses caring for you in 
your clinic?” The question posed in isiZulu is: “Bakunakekele kanjani 
abahlengikazi uma uzobabona ekliniki?” All the steps taken in the exploration of 
data collected from the PHC professional nurses were also undertaken in the 
exploration of data from the patients. Three categories and nine sub-categories 
emerged from the participants’ interviews, where the participants shared their 
experiences of the caring they received from PHC professional nurses in their PHC 
clinics. 
 
Central storyline: Patients experienced caring by PHC professional nurses as both 
empowering and disempowering. The empowering experiences were the effective 
caring and communication skills of PHC professional nurses. The disempowering 
experiences were language barriers, especially by those patients who did not 
understand English; PHC professional nurses’ negative attitudes; uncaring 
behaviours; long waiting times; and poor communication skills by some of the PHC 
professional nurses. Sometimes patients had to sacrifice a great deal to eventually 
receive treatment. Participants were of the opinion that a need exists for both external 
and internal improvements in order for PHC professional nurses to provide effective 
caring. 
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Table 3.3 gives an overview of the two main themes and categories which emerged 
during the analysis of the patients’ data. 
 
Table 3.3: Summary of the themes and categories for patients 
Themes Categories 
3.5.1 Theme 1: Patients’ empowering 
experiences of caring by PHC 
professional nurses 
3.5.1.1 Category 1: Patients’ positive 
experiences while receiving care 
from PHC professional nurses 
(a) Acknowledgement of the effective 
caring received from the PHC 
professional nurses 
(b) Effective communication skills of the 
PHC professional nurses 
3.5.2 Theme 2: Patients’ disempowering 
experiences of caring by PHC 
professional nurses 
3.5.1.2 Category 1: Patients’ negative 
experiences while receiving care 
from PHC professional nurses 
(a) Language barriers 
(b) PHC professional nurses’ attitudes 
(c) Uncaring behaviours 
(d) Poor communication 
3.5.2.1 Category 2: Patients’ negative 
experiences with the PHC clinic 
system while receiving care 
(a) Long waiting times 
(b) Shortage of medications 
(c) Patients turned away 
 
As illustrated in Table 3.3, Theme 1 focused on Empowering experiences, and one 
category emerged from the findings. Theme 2 was the Disempowering experiences, 
and two categories emerged from the findings. 
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3.5  DISCUSSION OF THE FINDINGS 
 
Eight participants receiving care from the PHC clinics participated in this study. Four 
attended the PHC clinics for chronic conditions while four attended the PHC clinics for 
acute conditions. The results of the analysis of the transcribed in-depth, interviews are 
summarised in Table 3.3. 
 
3.5.1  Theme 1: Patients’ empowering experiences of caring by PHC 
professional nurses 
 
The first theme identified the empowering experiences of caring experienced by 
patients while receiving care rendered by PHC professional nurses in PHC clinics. As 
mentioned by the participants themselves, there were various positive experiences 
that enabled them to appreciate the care they received from PHC professional nurses. 
  
3.5.1.1  Category 1: Patients’ positive experiences while receiving care from 
PHC professional nurses 
 
In this study, participants reported positive experiences while receiving care from PHC 
professional nurses. These experiences included acknowledgement of the effective 
caring received and the effective communication skills displayed by PHC nurses, 
which enabled them to appreciate the caring they received from PHC professional 
nurses 
 
a) Acknowledgement of the effective caring received from the PHC 
professional nurses 
 
Participants revealed that PHC professional nurses did render effective caring when 
they went to PHC clinics for healthcare services, whether for chronic or acute 
conditions. Participants appreciated the caring they received, as illustrated by the 
following quotations: 
 
“I feel good and relaxed because l like the way they treat us. I also like the 
fact that they give us appointments, which makes it easy for us to come 
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during our appointment time. The sisters in this clinic try their level best. I 
think people are coming to this clinic because they see that the services 
are good” (#P2, 37 years old, 6 years’ experience) 
 
“Our clinics do help us a lot, the sisters do help us and even tell us how we 
should take our tablets, how you should eat while on these treatments” 
(#P3, 50 years old, 14 years’ experience) 
 
“There are those sisters who are good to patients, who really care about 
us. What l like about some of them is about the issue of the elderly people, 
they do take care of the elderly. They take them to the front if they are there 
so that they mustn’t wait for a long period. That’s the thing l like about this 
clinic. Those who are very sick, the emergencies, they are also able to take 
them to the front” (#P4, 42 years old, 12 years’ experience) 
 
“Well, up to so far, they are doing a good job. The taking care for us is very 
good, they are doing their job very well, yes, I recommend them there. I 
think it’s actually very good the way they are treating us as their patients. 
I’ve been happy up to so far, the sisters are helping. I think the sisters are 
helping. They must keep up the good work, yes, and do the best service 
for everyone” (#P6, 31 years old, 17 years’ experience) 
 
Participants in this study expressed appreciation and gratitude for the caring they 
received from PHC professional nurses. Participants felt that PHC professional nurses 
were helpful to them, and they recommend that they must keep up the good work. The 
caring received by these participants was acceptable to them, resulting in their feeling 
of satisfaction.  
 
Doane and Varcoe (2015:107) confirm that caring is an essential feature of being 
human, which makes the caring provided to the patients acceptable. Edvardsson, et 
al. (2016:1) directly link positive patient experiences with clinical effectiveness and 
better outcomes. In this study, participants experienced effective caring where, in the 
act of caring, PHC professional nurses were able to put the interests of the patients 
first. This view is supported by the professional ethics of caring, which prescribes the 
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right of equal treatment to everyone who needs care. In the context of this study, 
participants experienced effective caring, which can be compared to compassion, as 
shown by PHC professional nurses. This served as a real guide in the performance of 
effective caring. 
 
Van der Cingel (2014:1253) compares compassion to a form of consistent altruism, 
specifically visible by practising the golden rule: ‘do not treat others as you would not 
like them to treat you’. Compassion is therefore interpreted as a phenomenon of moral 
relevance for the healthcare sector. Papadopoulos and Ali (2016:133) refer to 
compassion as an essential part of the nursing practice, having a great deal in 
common with empathy and sympathy. Thus, compassion guides nurses to have an 
understanding or to be aware of another person’s suffering and acting to end that 
suffering, to be attentive, kind, sensitive, non-discriminatory and to treat people with 
respect. Burridge, et al. (2015:86) describe compassion as a fundamental element of 
nursing care which extends beyond merely seeing (sympathy) and acknowledging 
(empathy) suffering. 
 
b) Effective communication skills of the PHC professional nurses 
 
Participants in this study experienced effective communication skills among PHC 
professional nurses in PHC clinics. This was clearly demonstrated by the following 
quotations: 
 
“Most of the sisters do talk well with us, though there are those who 
sometimes don’t communicate well with patients, but it’s not everyone, yes, 
it’s not all of them” (#P3, 50 years old, 14 years’ experience) 
 
“They started talking to me that no, why are you gaining so much weight. 
So, the sisters do teach us not to eat such food early in the morning 
because on that day, my sugar was very high. Yes, they tell us to come 
back and get our treatment. They will tell you about your condition and other 
things, and if they give you advises and you follow, you will see, your life 
will be much better” (#P5, 44 years old, 9 years’ experience) 
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“Yes, they tell us about the medication, and they tell you that you must do 
this, you must do that. They tell you how to take your tablets, tell you when 
to come, and all those things so that you should be able to follow the 
instructions well” (#P6, 31 years old, 17 years’ experience) 
 
Effective communication skills used by PHC professional nurses while caring for 
patients were evident through the information given by the participants. Participants 
expressed that PHC professional nurses in the PHC clinics used language, which was 
understandable to them in order to convey messages clearly to them. Some 
participants claimed that some PHC professional nurses even told them clearly when 
to come back to the PHC clinics for their medication. 
 
In the context of the nursing profession, nurses come across many patients, clients, 
community members and other human beings, which therefore compels them to 
communicate with a lot of people. Effective communication by the professional nurses 
expands the nurse’s traditional roles, which will assist the nurse in understanding the 
patients’ situations. Effective communication promotes quality care (Sallee, 2014:327; 
Elcock & Shapcott, 2015:212). Goosen (2015:18) confirms that communication is a 
way of conveying messages to various people, using the same system of symbols, 
signs or behaviour, with language being used to transmit verbal messages. 
 
3.5.2  Theme 2: Patients’ disempowering experiences of caring by PHC 
professional nurses 
 
The second theme identified the patients’ disempowering experiences while receiving 
care from PHC professional nurses in the PHC clinics. Participants expressed various 
disempowering experiences that ranged from the care received from PHC 
professional nurses to the PHC clinic system itself. The disempowering experiences 
of caring resulted in feelings of dissatisfaction among the patients. 
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3.5.2.1  Category 1: Patients’ negative experiences while receiving care from 
PHC professional nurses 
 
Participants shared their negative experiences in the PHC clinics, which is a problem 
that plagues many healthcare institutions. Many newspaper-reports account for 
patients’ negative experiences as ranging from negative attitudes to uncaring 
behaviours among healthcare professionals. In this study, the participants’ negative 
experiences are discussed as follows: 
 
a) Language barriers 
 
A language barrier was identified by participants as not being able to understand what 
was being said to them, not being understood, or being misunderstood. Some 
participants revealed that PHC professional nurses in the PHC clinics treated them 
differently because they could not understand what they were trying to say to them. 
This is illustrated by the following quotations: 
 
“That nurse used to treat us in a very wrong way because some of us, we 
don’t know all these languages, we only try here and there to talk other 
languages. If you happen to land in her room and she doesn’t understand 
your language, she will just tell you to go out and sit in the queue until its 
very late, so we made sure that we don’t just go into her room” (#P2, 37 
years old, 22 years’ experience) 
 
“Since I’m a foreigner, but l saw another foreigner, like we have other 
foreigners like the Congolese, you know, they don’t understand English 
very well. Because just imagine someone cannot speak English or cannot 
speak Sesotho, you’ll only hear: let her go. Some of the things l need to 
illustrate, especially the worst thing also, that this language thing as 
foreigners, please, it’s not all of us who know the language, it’s not all of 
us” (#P8, 49 years old, 7 years’ experience) 
 
These quotations verify that some participants had difficulty in understanding what 
PHC professional nurses were communicating to them, which became a barrier 
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because they could not understand each other. Due to language barriers while 
receiving care in the PHC clinics, participants in this study expressed that they 
experienced being discriminated against. Participants stated that once it was 
established that they could not communicate or understand any of the South African 
languages, including English, they were treated differently from the rest of the patients. 
Mafuwa (2015:19) confirms that there is a widely held assumption that immigrants 
have difficulties in accessing public healthcare services in South Africa. The 
assumption is attributed to the experiences of some immigrants in accessing public 
healthcare services at some public healthcare facilities. Lack of local language skills 
is regarded as a barrier to acquiring effective healthcare as it prohibits the use of health 
services by limiting effective communication between the ethnic minority patients and 
healthcare personnel. In such instances, immigrants who cannot speak English 
usually have difficulties in accessing healthcare. 
 
According to Hunter-Adams and Rother (2017:2), communicating with healthcare 
providers represents an essential part of access to healthcare for over 230 million 
cross-border migrants around the world. In a study conducted by Hunter-Adams and 
Rother in one of the provinces in South Africa, findings revealed how Zimbabwean 
participants described how their inability to speak the South African languages, 
particularly IsiXhosa, gave rise to labelling and stereotyping by healthcare staff. 
Although there are structured public health services, providing adequate access to 
public healthcare services for all is still regarded as a challenge in South Africa. 
 
As South Africa has 11 official languages and many others in common use, many 
consider this diversity to be the most problematic cultural variable in intercultural 
communication. While South Africa has become an increasingly multicultural country, 
professional nurses meet patients for whom English is a second language, or who 
have a limited grasp of it. The situation poses a number of challenges for nurses, not 
only in communicating at the simplest level, but also in understanding the healthcare 
system and effective communication (Elcock & Shapcott, 2015:218; Nkonzo-Mtembu, 
2013:263).  
 
Associated with the many potential barriers to communication, where difficulties may 
arise from many sources, language is considered as the first and most obvious 
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potential barrier to communication as one might be unable to understand another 
person because they speak, and perhaps can only speak, a different language. 
Language as a barrier to communication has a serious impact on the patients’ ability 
to engage actively with professional nurses in their care and treatment. This type of 
situation leads to confusion, frustration, anxiety and fear on the part of both the 
professional nurses and the patients (Trenoweth & Allymamod, 2015:224; Wallmach, 
2013:393). Clear and effective communication between the patient and caregivers is 
paramount for ensuring the highest quality of health practices, thus allowing patients 
to participate more fully in their care (Albougami, 2015:169). Shah, et al. (2015:813) 
indicate that the issue of language barriers may lead to poor-quality care for many 
reasons, including misdiagnoses, delays in care, as well as decreased patient 
engagement and empowerment.  
 
McBride, et al. (2017:323) reveal that asylum seekers and refugees face a range of 
barriers to accessing timely and appropriate health care. Patients who are not 
confident in their ability to access health services when needed, claim that limited 
English is a barrier to service access (McBride, et al. 2017:326). This, as a 
sociocultural barrier, is further compounded by time and resource constraints of health 
practitioners, limited familiarity with refugee health issues, and insufficient use of 
interpreting services (McBride, et al. 2017:323). Transcultural and language barriers 
(Naidoo, 2014:425) continue to compromise a large portion of the population in their 
access to health services. Language barriers have also been found to make 
communication time-consuming, resulting in increased frustration levels and 
decreased empathy, decreased work efficiency and the decreased provision of holistic 
care. 
 
b) PHC professional nurses’ attitudes 
 
Participants expressed the negative attitudes displayed by PHC professional nurses 
as the factor that most frequently caused them to complain. The finding was supported 
by the following quotations: 
 
“Also the attitude that the sisters are showing us it’s not good, it’s not right 
and l don’t like it. They usually don’t listen to what you want to tell them 
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because of the attitude that they think we don’t want to go to work on a 
Monday” (#P1, 52 years old, 6 years’ experience) 
 
“Sometimes even with a minor thing, when you still try to explain something, 
you find her to be short-tempered. So l take it that maybe it’s long that this 
person was on duty and maybe she’s tired. This happens, but not to all of 
them, not all of them and not every day, it’s sometimes, and you can really 
see that today, it’s not like other days” (#P7, 29 years old, 10 years’ 
experience) 
 
“Really sometimes you know, they have an attitude. This attitude you don’t, 
you don’t even know if this person has come to work or has just come to 
shout at other people, l don’t know if they are ready for this work because 
sometimes you meet up with someone, l don’t know if they are angry from 
home, then they will come and express their anger to the patients” (#P8, 
49 years old, 7 years’ experience) 
 
Participants in this study indicated that in many instances, PHC professional nurses 
were hostile and unfriendly towards them. This was reported to be common, especially 
among immigrant patients. Mafuwa (2015:23) confirmed that there were concerns by 
healthcare providers about the added burden of care, and the draining of the already 
depleted resources, resulting in their negative attitudes. This was reported to stem 
from the general assumption that immigrants negatively affect the health and welfare 
of society. 
 
Reports by Mkhwanazi (2012:1) of the South African Health News Service revealed 
that patients complained of appalling staff attitudes, which affected and hindered 
effective health service delivery. The report disclosed that patients indicated nurses 
were rude, not paying attention to them, and they kept walking past them with nobody 
explaining anything to them. The report also revealed that patients complained of 
being scolded by the nurses when they asked to be attended to sooner. Mkhwanazi 
(2012:1) also found that the clinic she visited was packed to capacity, with the young 
and old waiting in queues. According to her, desperation was written on the patients’ 
faces as they all awaited medical attention. She engaged in discussion with the 
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patients, which confirmed that nurses told the patients that they had too much work. 
The report also stated that patients claimed nurses shouted at them, saying they were 
short staffed; patients felt it was not the right way to talk to them (Mkhwanazi, 2012:1).  
McKinn, Duong, Foster and McCaffery (2017:2) highlight that ethnic minority health in 
Vietnam has shown significant disparities in service utilisation, with ethnic minorities 
less likely to seek antenatal care (ANC) and give birth at a health facility. This was 
associated with the fact that ethnic minority people experience cultural and 
interpersonal barriers when accessing services, such as discrimination, poor attitudes 
from health staff and a lack of culturally sensitive services.  
   
c) Uncaring behaviours  
 
Participants experienced uncaring behaviours by PHC professional nurses while in 
the PHC clinics for care. It was a problem for participants that PHC professional nurses 
did not care for them as expected. Some PHC professional nurses were reported to 
be seen going up and down, while patients were still waiting to be seen. The following 
quotations illustrate what the participants said: 
 
“My aunt was seated alone in the room waiting for the sister to come and 
attend to her. It was realized that the sister just left my aunt in the room and 
indicated that she is coming, while she went out of the clinic” (#P3, 50 years 
old, 14 years’ experience) 
 
“Some of them you can see them going up and down, we really don’t know 
what they are doing, and you become unsure if you will be seen for that 
day or you can just leave and go home” (#P7, 29 years old, 10 years’ 
experience) 
 
“The caring part, we need our nurses to care about us because also, 
whether you are a foreigner, whether you are South African, whether you 
are very sick or you are not very sick, we need the same care from them, 
but we are not getting it” (#P8, 49 years old, 7 years’ experience) 
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Participants expressed unhappiness with the conduct of PHC professional nurses who 
seemed to be uncaring. Some participants even urged PHC professional nurses to 
care for them in a similar manner as they cared for other patients. This was mentioned 
by those participants who were treated differently from South Africans as they were 
foreigners. 
 
d) Poor communication 
 
Participants experienced poor communication from PHC professional nurses while in 
the PHC clinics for care. This was supported by the following quotations: 
 
“They should talk in a proper manner, they must respect us as adults. 
Others will just talk to you while shouting. Others do talk to us in a good 
manner but others don’t talk to us properly. When they do like that, it is 
difficult to talk to a person who is shouting” (#P1, 52 years, 6 years’ 
experience) 
 
“Waiting for long and not being informed as to what is happening, maybe 
there is shortage of nurses or not knowing what’s going to happen. When 
they go away, they don’t tell us, they just leave and don’t tell us that let’s 
go. They don’t communicate properly with the patients, they harass them. 
When patients ask about something, they are just answered in a bad way, 
just like when someone answers back in a bad manner” (#P4, 42 years old, 
12 years’ experience) 
 
“Sometimes when you bring a child for immunization, they don’t tell you in 
time that certain injections are not available, like the one given to children 
at six months, they just leave you to stay, then when you enter into a 
consulting room, it’s then that they will tell you that the injection is not 
available” (#P7, 29 years old, 10 years’ experience) 
 
“She met this nurse, when they wanted to take her blood pressure, she was 
wearing a long sleeve, you know she had to shout at her, just to remove 
the jacket so that she must take the blood pressure. So, she said: don’t you 
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know that you are supposed to take out your jacket so that l must take you 
the blood pressure” (#P8, 49 years old, 7 years’ experience) 
 
Taran (2010:1) confirms that healthcare workers today acknowledge that poor 
communication is perhaps one of the most prevalent problems in medicine. According 
to White (2016:1), common provider-to-patient communication issues involve 
unsympathetic responses to a patient’s complaint and miscommunication. Poor 
communication contributes to conflict eruptions, which can result in patients becoming 
uncooperative and developing negative attitudes towards the service. Effective 
communication is viewed as a possible factor that can enhance the development of 
trust, honesty, integrity and dependability of the professional nurses to patients. 
 
Norouzinia, et al. (2016:67) mention that poor nurse-patient communication has not 
led to personal satisfaction, since healthcare quality is strongly affected by nurse-
patient relationships. The lack of communication skills is regarded to have a negative 
impact on healthcare services provided to patients. Figuerao (2015:28) promotes the 
use of appreciative inquiry by healthcare professionals while caring for patients. The 
idea is to gradually generate different forms of relating and interacting, based on 
values of respect, accountability, dignity, freedom, relational ethics and joy. 
 
3.5.2.2  Category 2: Patients’ negative experiences with the PHC clinic system 
while receiving care 
 
Participants expressed negative experiences with the PHC clinic system. Certain 
problems encountered while visiting the PHC clinics, such as the long waiting times, 
shortage of medicines, and being turned away from the PHC clinics without being 
attended to, caused some dissatisfaction among the patients. 
 
a)  Long waiting times 
 
In spite of coming to the PHC clinics early in the morning, participants experienced 
that they had to stay in the PHC clinics for long periods. Participants stated that one 
of the factors that kept them in the PHC clinics is PHC professional nurses taking long 
tea and lunch breaks. The participants shared that it was normal for them to come to 
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the PHC clinics early in the morning and leave late in the afternoon. This was verified 
by the following statements: 
 
“Most of the time we stay long in the clinic, we stay for four to five hours 
while you arrived early in the morning. Not being considerate on our waiting 
time it’s the worst problem” (#P3, 50 years old, 14 years’ experience) 
 
“When we stay that long, you see the sisters coming and going, holding 
their hand bags, not knowing as to where they are going. This long waiting 
of us, seating for a long time, no, they should try and fix this” (#P4, 42 years 
old, 12 years’ experience) 
 
“We really stay long, even if there are televisions in the clinics, yes we do 
watch the TV, but we become tired of watching while waiting to be called in 
to be seen by the sisters” (#P5, 44 years old, 9 years’ experience) 
 
“The only problem that l have is the waiting period because you come here 
at about 10:00 and then, and like now, I’m going to be seen maybe after 
four hours or five hours. Yes, that’s the only thing that l have seen because 
we’ve been here for a long time but nothing is happening. And when we got 
here now, waiting for the sisters, they say they are on lunch. I think the only 
thing that l have is the long waiting period” (#P6, 31 years old, 17 years’ 
experience) 
 
Participants discussed the issue of waiting in the PHC clinics for long periods, which 
was attributed to the time PHC professional nurses spent on tea breaks. Long waiting 
times were perceived by participants as barriers to accessing healthcare services. 
Long waiting times created a feeling of dissatisfaction and sometimes resulted in 
patients being forced to leave without being treated.  
 
Oche and Adamu (2013:11) confirm that patients usually experience long waiting 
times in clinics because of the high nurse:patient ratio. Other factors associated with 
the patients’ long waiting time is when the demand exceeds the supply, the shortage 
of staff, and inefficiencies in healthcare delivery, which prolong their suffering and 
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bring dissatisfaction. This type of situation is regarded not to be surprising because, 
over the years, the population has increased significantly without an increase in the 
number of professional nurses rendering care. Viberg, Forsberg, Borowitz and Molin 
(2013:54) indicate that since many countries have considered a reduction in long 
waiting times for healthcare to be an important health policy, many have introduced 
some form of national waiting time guarantees. 
 
b)  Shortage of medications 
 
Participants expressed the issue of not getting their prescribed medicines as expected 
when they visit the PHC clinics. Such problems forced participants to visit the PHC 
clinics twice or more within a month in order to get their medicines. This was illustrated 
by the following quotations: 
 
“We struggle to get our treatments sometimes. We sometimes get 
treatment for one month only, and they tell you that there are no tablets. 
They tell us that the tablets won’t be enough for everyone, that’s why they 
can’t give us for three months” (#P1, 52 years old, 6 years’ experience) 
 
“The only problem in this clinic is that they give us few boxes of tablets 
where you find that sometimes l have to come twice a month because of 
the shortage of the tablets” (#P2, 37 years old, 22 years’ experience) 
 
“The other thing is the problem of treatment, sometimes we don’t get our 
treatment as we are supposed to, but they do tell us that they are short of 
treatments” (#P3, 50 years old, 14 years’ experience) 
 
“They should inform us if there is shortage of medicines because they don’t 
inform us, when you arrive in the sister’s consulting room, it’s then that she 
will tell you that there is shortage of medicines, maybe there is nothing. The 
shortage of medicines affect me a lot. It is not good to go back without your 
medication” (#P4, 42 years old, 12 years’ experience) 
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“When the treatment is not available, then it becomes a problem because 
they do nothing. What they do is to tell you that come back on a certain 
date, indicating that maybe treatment will be available. Sometimes they 
check with each other if the treatment is available at the other side, so, 
when that other sister doesn’t have that treatment, it means yes, the 
treatment is not available” (#P5, 44 years old, 9 years’ experience) 
 
Participants indicated that the shortage of medicines made life difficult for them. Some 
participants spoke about the difficulty they had in getting permission from their 
employers to come to the PHC clinics twice a month. Others shared the issue of costly 
taxi fares as they did not have enough money to visit the PHC clinics more than once 
a month. 
 
Treatment Action Campaign + Section27 (2015:35) indicated that both at the hospital 
and clinic levels in Gauteng Province there are serious concerns over the lack of 
availability of medicines required to offer complete healthcare. Drug stock-outs 
therefore means that health centres are unable to dispense the complete amount of 
one or more ARV or TB medications to patients. 
 
Pieterse (2015:1) confirms that dwindling supplies of ARV drugs and basic essential 
medication have left Pietermaritzburg and other provincial hospitals without the means 
to adequately treat their patients, since most are out of essential medications. In 
response to this, nurses are reported to resort to giving children the more toxic ARVs 
usually given to adults as they cannot provide ARVs specifically designed to treat 
children. Other patients have been rushed to the hospital due to fits as they could not 
get their epilepsy medications from the clinics. Perumal-Pilay and Suleman (2017:2) 
highlight that access to affordable essential medicines is important and it is a 
fundamental human right. 
 
c)  Patients turned away 
 
Participants raised the issue of being turned away from the PHC clinics without being 
attended to, even if it was not yet closing time. Some participants revealed that even 
if they were turned away on a particular day, when they went back the following day, 
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they had to start the registration process afresh. This was illustrated by the following 
quotations: 
 
“Others would be mentioning that if they come in the afternoon to the clinic, 
they are turned away because they say it’s late. Most of the time, if you 
come after two in the afternoon, they will tell you that they have closed, 
which l think was not fair because other patients have to start at work” (#P2, 
37 years old, 22 years’ experience) 
 
“When the clinic is too full, that’s when they will turn you back. When you 
are not seen that day, you come back the following day and they don’t give 
you time for consultation for tomorrow on the basis that you were turned 
back the previous day. They don’t give you time, you just come on your 
own. When you arrive, you start afresh, if you arrive late, you are late and 
it’s possible that you be turned back again if it’s full” (#P4, 42 years old, 12 
years’ experience) 
 
“They must stop the issue of saying you are late when you arrive around 
one o’clock or two in the afternoon, because by that time they tell us that 
they are closing, we must come back the following day. We know that the 
clinic closes at four, so, they should only turn us away if we come to the 
clinic at four, not at one or two” (#P7, 29 years old, 10 years’ experience)  
 
“Sometimes when you come late to the clinic, you can be turned back from 
the clinic. They can actually tell you that you know you are late at the clinic, 
this is not the time to come madam, you need to come tomorrow. One will 
say: if you knew that you were sick the whole night, you were supposed to 
be here earlier than all these people, so, they will turn you back like that” 
(#P8, 49 years old, 7 years’ experience) 
 
It is clear from these quotations that patients were not happy about being turned away 
from the PHC clinics without being attended to. Other participants verbalised that when 
they arrived at the PHC clinics after one or two o’clock in the afternoon, they were 
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turned away and were told that the PHC clinic is closed, while they knew that PHC 
clinics close at four o’clock. 
 
The Alma-Ata declaration of September 1978 (Obioha & Molale, 2011:73) describes 
the concept of PHC as essential care based on practical, scientifically sound and 
socially acceptable healthcare methods and technology, made universally accessible 
to individuals and families in the community. Rabie, Coetzee and Klopper (2016:28) 
indicate that PHC services must be accessible, affordable, available, equitable, 
effective and efficient, regardless of race, age, ethnicity, faith or social position. 
 
3.6  DISCUSSION OF THE FINDINGS FOR BOTH PHC PROFESSIONAL 
NURSES AND PATIENTS 
 
Table 3.4 provides an overview of the themes and categories which were common for 
both PHC professional nurses and patients. 
 
Table 3.4:  Summary of the common themes and categories for both PHC 
professional nurses and patients 
Themes Categories 
3.6.1 Theme 1: Empowering 
experiences of caring for both 
PHC professional nurses and 
patients 
3.6.1.1 Category 1: Positive 
experiences of caring for both 
PHC professional nurses and 
patients 
(a) Caring behaviours 
(b) Appreciative behaviours 
3.6.2 Theme 2: Disempowering 
experiences of caring for both 
PHC professional nurses and 
patients 
3.6.2.1 Category 1: Negative 
experiences for both PHC 
professional nurses and 
patients 
(a) Negative attitudes 
(b) Language barriers 
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Themes Categories 
3.6.2.2 Category 2: Negative 
experiences with the PHC clinic 
system 
(a) Long waiting times 
(b) Shortage of medicines 
 
3.6.1  Theme 1: Empowering experiences of caring for both PHC professional 
nurses and patients 
 
The first theme identified the empowering experiences of caring, which had some 
commonalities for both PHC professional nurses and patients.  
  
3.6.1.1  Category 1: Positive experiences of caring for both PHC professional 
nurses and patients 
 
As expressed by the participants, there were various positive experiences of caring. 
Both categories of participants had caring behaviours and appreciative behaviours as 
something in common. 
 
a)  Caring behaviours 
 
The two categories of participants claimed to have experienced caring behaviours 
while in contact with each other. The PHC professional nurses acknowledged the 
caring behaviours they observed being displayed by their colleagues while caring for 
patients. Patients also shared that they had experienced some caring behaviours from 
PHC professional nurses, which was acceptable to them. In evaluating the viewpoints 
of both the PHC professional nurses and the patients, both were satisfied with the type 
of caring PHC professional nurses rendered to patients. 
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b)  Appreciative behaviours 
 
The PHC professional nurses displayed appreciative behaviours which were brought 
about by patients appreciating the effective caring they received from PHC 
professional nurses. Patients also showed some appreciation for the effective caring 
received from PHC professional nurses. The PHC professional nurses verbalised that 
the majority of their patients appreciate the effective caring they render. One 
participant even said that she feels happy when her patients are happy about the 
effective caring she renders.  
 
3.6.2  Theme 2: Disempowering experiences of caring by both PHC 
professional nurses and patients 
 
The second theme that was identified was the disempowering experiences of caring 
for both PHC professional nurses and patients. 
  
3.6.2.1  Category 1: Negative experiences of caring for both PHC professional 
nurses and patients 
 
The findings also highlighted the negative experiences which were common to the two 
categories of participants. The negative experiences included negative attitudes, 
language barriers, and long waiting times. 
 
a)  Negative attitudes 
 
Both participants claimed to have experienced negative attitudes, either when caring 
for patients or while receiving care from PHC professional nurses. The PHC 
professional nurses blamed patients for coming to the PHC clinics with their negative 
attitudes. Moreover, PHC professional nurses felt that once at work, patients did not 
expect them to say a thing; they just expected them to work. Patients also accused 
the PHC professional nurses of having negative attitudes, indicating that if they come 
to the PHC clinics on a Monday, PHC professional nurses thought they were there for 
sick notes because they did not want to go to work. 
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b)  Language barriers 
 
Language barriers posed significant challenges for both categories of participants. 
Patients encountered problems in communication while trying to acquire healthcare 
services. The PHC professional nurses encountered language barriers while trying to 
communicate with patients in order to provide effective and quality healthcare. It 
became difficult, sometimes impossible, for both categories of participants to 
communicate with each other during a consultation. The problem with the language 
barriers became more difficult for PHC professional nurses who were unable to consult 
and prescribe treatment for patients who could not understand what was 
communicated to them.  
 
3.6.2.2  Category 2: Negative experiences with the PHC clinic system 
 
The two categories of participants had some negative experiences with the PHC clinic 
system. Negative experiences verbalised by participants included: long waiting times 
and shortage of medicines. 
 
a)  Long waiting times 
 
Both participants shared their experiences of patients’ long waiting times. The PHC 
professional nurses observed patients waiting for long periods in the queues, which 
was mostly attributed to the shortage of PHC professional nurses. Patients 
experienced long waiting times in the PHC clinics before being attended to, and some 
patients accused PHC professional nurses of sometimes engaging in a ‘go slow’. 
 
Participants also claimed that it was possible for them to be in the PHC clinics for up 
to five hours while waiting to be attended by PHC professional nurses. Other 
participants indicated that when they come to the PHC clinics, it is impossible to go to 
work because they would spend the whole day in the PHC clinics. Both PHC 
professional nurses and patients perceived long waiting times as a barrier to obtaining 
healthcare services, which became a contributory factor to stress for both the patients 
and PHC professional nurses. The common reason for the long waiting time expressed 
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by the participants in this study was the large number of patients and a shortage of 
PHC professional nurses in PHC clinics. 
 
Other factors that were mentioned as relating to patients’ long waiting times were the 
unavailability of equipment and uncaring behaviours of PHC professional nurses. The 
PHC professional nurses revealed that they had to wait for patients coming from the 
vital signs room because they did not have functional medical equipment in their 
consulting rooms. When all patients had to go via one vital signs room for their vital 
signs to be measured, it caused delay for both patients and PHC professional nurses. 
 
b)  Shortage of medicines 
 
Shortage of medicines means that PHC professional nurses were unable to prescribe 
and dispense the complete amounts of medication to patients, which disrupted 
effective caring for patients. Patients became vulnerable to medical errors and 
increased costs of visiting the PHC clinics on a frequent basis. Patients missed out on 
their work or school in order to go and queue at PHC clinics for their medicines, only 
to be told that there were no medicines or they needed to come back again. This 
caused patients to live with the stress of untreated diseases that put them at risk of 
further illnesses or death. 
 
Both categories of participants experienced a shortage of medicines in the PHC 
clinics. The PHC professional nurses indicated that some medicines were sometimes 
not available, and when this happened, they were not able to prescribe appropriately 
for patients. Patients verbalised that when they did not get their treatments, they were 
supposed to come back to the PHC clinics twice a month, which also became a 
challenge to them. Patients also mentioned that PHC professional nurses would 
usually tell them that there was a shortage of medicines, which resulted in them being 
given a short supply of medicines. 
 
Shortage of medicines was a concern to both categories of participants as disruptions 
in taking medications increase the chances for patients’ chronic conditions, such as 
HIV and TB, becoming resistant to drugs and failing to work. When certain medicines 
were not available in the PHC clinics, this compelled PHC professional nurses to ration 
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the limited stock or switch the patients concerned to the more expensive or less 
effective treatments, which may have worse side effects. The shortage of medicines 
thus led to suboptimal caring for patients by PHC professional nurses. 
 
3.7 SUMMARY 
 
In this chapter, the focus was on data analysis and presentation of the findings on the 
experiences of caring for patients by both PHC professional nurses and patients. 
These experiences were presented as themes, categories and sub-categories. All 
participants expressed both empowering and disempowering experiences of caring by 
PHC professional nurses in the PHC clinics. The next phase, developing a conceptual 
framework for facilitating effective caring by PHC professional nurses, is discussed in 
detail in Chapter Four. 
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CHAPTER FOUR 
DEVELOPING A CONCEPTUAL FRAMEWORK FOR THE 
FACILITATION OF EFFECTIVE CARING FOR PATIENTS BY PHC 
PROFESSIONAL NURSES 
 
4.1  INTRODUCTION 
 
The research findings of the exploration and description of experiences of PHC 
professional nurses caring for patients conducted in the first phase were presented in 
Chapter Three. These findings emanated from exploring PHC professional nurses’ 
and patients’ experiences using in-depth, individual, phenomenological interviews, 
observations and field notes. Interviews were conducted at PHC clinics providing 
comprehensive PHC services in Ekurhuleni. The study findings were presented as 
themes and categories that emerged from data analysis and literature control. The 
themes and categories formed the basis for the development of the conceptual 
framework described in this chapter.  
 
The focus of this chapter is therefore on the second phase of the study, namely, 
developing a conceptual framework to facilitate effective caring for patients by PHC 
professional nurses. This phase is inductively derived from concepts identified during 
the exploration and description of the participants’ experiences in the first phase of the 
study. A summary of the research findings regarding the participants’ experiences of 
caring by PHC professional nurses includes a description of the conceptual framework 
and the discussion of the researcher’s thinking map. 
 
4.2  SUMMARY OF FINDINGS: PARTICIPANTS’ EXPERIENCES 
 
Findings revealed two themes that emerged from the exploration of the participants’ 
experiences. 
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4.2.1  Summary of research findings: Primary Health Care professional 
nurses’ experiences 
 
After data analysis, the central storyline that emerged was that PHC professional 
nurses experienced caring for patients as both empowering and disempowering. The 
empowering experiences were regarded as helpful in achieving patients’ needs. The 
disempowering experiences were viewed as dis-enablers for PHC professional nurses 
effectively caring for patients because of the major barriers they brought. 
 
4.2.1.1  Theme 1: Empowering experiences of caring for patients by PHC 
professional nurses 
 
The research findings showed that PHC professional nurses had empowering 
experiences that enabled them to render effective caring for patients. Participants 
described how their colleagues went the extra mile in effectively caring for patients. 
They acknowledged and appreciated their colleagues for being helpful and committed 
to effectively caring for patients. Participants described how they functioned as a team 
and utilised communication to facilitate effective caring for patients. Participants 
further acknowledged the positive experiences they had with management practices 
and the appreciative behaviours shown by patients, which resulted in them feeling 
motivated and willing to fulfil the patients’ expectations. 
 
4.2.1.2  Theme 2: Disempowering experiences of caring for patients by PHC 
professional nurses 
 
The study findings revealed that participants felt that they were expected to achieve 
the impossible with limited resources. They had disempowering experiences such as 
long queues of patients which awaited them each morning, subjecting them to work 
under immense pressure on a daily basis. Other disempowering experiences were the 
shortage of PHC professional nurses; shortage of functional medical equipment; 
limited budget allocation; uncaring behaviours displayed by some of their colleagues; 
language barriers, especially while caring for foreign patients; shortage of medicines; 
and the unavailability of ambulances. This made participants become frustrated, 
demotivated and helpless. Participants expressed that inadequate staffing, shortage 
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of functional medical equipment and other essential resources led to the deterioration 
in the quality of caring they rendered to patients. 
 
4.2.2  Summary of research findings: patients’ experiences of caring by PHC 
professional nurses 
 
4.2.2.1  Theme 1: Empowering experiences of caring by patients 
 
The study found that patients appreciated the type of caring and the effective 
communication skills used by PHC professional nurses while caring for them. The 
caring behaviours and the effective communication skills utilised by PHC professional 
nurses led to patient satisfaction. This improved their nurse-patient relationships. 
 
4.2.2.2  Theme 2: Disempowering experiences of caring by patients 
 
The research findings indicated that patients had to sacrifice a great deal to receive 
effective caring and treatment. Participants revealed that sometimes they had to come 
back repeatedly to the PHC clinics to receive complete treatment due to the shortage 
of medicines. They expressed concern about the long queues and the waiting times 
in the PHC clinics, which forced them to leave their homes very early in the morning. 
Some expressed dissatisfaction in the fact that the long waiting times meant they had 
to take a day’s leave to visit the PHC clinics. Frequent visits to the PHC clinics made 
participants unhappy as some employers would not pay them for the days they visited 
the PHC clinics. Some participants expressed frustrations at being turned away from 
the PHC clinics when they arrive at certain times. Others claimed to be treated 
differently from other patients due to language barriers. Therefore, these patients 
requested respect towards them as foreigners, and fairness concerning the sequence 
in which they were attended to by PHC professional nurses. 
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4.2.3  Summary of research findings: experiences of caring for patients by 
both PHC professional nurses and patients 
 
4.2.3.1  Theme 1: Empowering experiences of caring for patients 
 
The study found that both PHC professional nurses and patients acknowledged the 
caring behaviours displayed by some PHC professional nurses while caring for 
patients. The caring behaviours displayed by PHC professional nurses brought 
feelings of satisfaction to their colleagues and to patients. The PHC professional 
nurses acknowledged the appreciation they received from patients for the caring they 
provided, which motivated them to do even better in rendering services to patients. 
 
4.2.3.2  Theme 2: Disempowering experiences of caring for patients 
 
Findings showed that both PHC professional nurses and patients had disempowering 
experiences which made effective caring for patients impossible. Factors such as 
negative attitudes, language barriers, long waiting times and shortage of medicines 
were commonly experienced as disempowering, and had a negative impact on 
effective caring for patients by PHC professional nurses. 
 
4.3  THE RESEARCHER’S THINKING MAP 
 
The researcher’s thinking map developed for this study reflects the practice theory of 
Dickoff, et al’s. (1968:415-435) survey list (See Figure 4.1). The practice theory gives 
‘a picture image of reality’ of the six components that apply to the development of 
strategies to facilitate effective caring for patients by PHC professional nurses. The six 
elements of the practice theory are the agent, recipient, procedure, dynamics, context 
and terminus or outcomes, which describe the aspects of the activity of facilitating 
effective caring for patients by PHC professional nurses. Each aspect serves as a 
building block that leads to the description of the concepts, as applied to this research 
study, as follows: 
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Figure 4.1: Researcher’s thinking map 
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nurses in the PHC clinics. The PHC professional nurses were the secondary agents 
in the process of facilitating effective caring for patients in the PHC clinics.  
 
• Recipient  
The recipients in this study were the PHC professional nurses and the patients who 
received the activity of facilitating effective caring. The PHC professional nurses were  
the primary recipients and the patients were the secondary recipients. 
 
• Procedure 
The procedure in this study was the process guiding the facilitation of effective caring 
for patients by PHC professional nurses in the PHC clinics. Effective caring refers to 
care that is respectful of and responsive to individual patient preferences, needs and 
values, and ensuring that patients’ values guide all clinical decisions (Luxford, Piper, 
Dunbar & Poole, 2010:17). The PHC nurse manager, as the agent, adopted the 
facilitation role during the entire process of the implementation of the procedure. The 
PHC professional nurses as secondary agents also adopted the facilitative role after 
they were facilitated by the PHC nurse manager. 
 
• Dynamics 
The dynamics in this study were the empowering and disempowering experiences of 
the study participants, as illustrated by the findings in Chapter Three. The empowering 
experiences were the positive interpersonal empowering experiences the PHC 
professional nurses had with colleagues in effectively caring for patients, as well as 
the empowering experiences in the utilisation of the PHC clinic system. The 
interpersonal empowering aspects experienced were teamwork, coupled with effective 
communication by PHC professional nurses while rendering effective caring for 
patients. Other interpersonal aspects of caring that served as driving forces in 
rendering effective caring for patients by PHC professional nurses were the support 
by management and the appreciation of the services rendered to patients by the PHC 
nurse managers. The positive interpersonal empowering experiences PHC 
professional nurses had with their patients also motivated their effective caring for 
patients. Facilitating maintenance of the interpersonal empowering experiences was 
necessary to reach the goal of PHC professional nurses effectively caring for patients. 
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The interpersonal disempowering experiences of PHC professional nurses included 
negative attitudes of colleagues, discrimination, and the uncaring behaviours 
displayed by colleagues; these also served as driving forces for PHC professional 
nurses in facilitating effective caring for patients.  
 
The disempowering experiences described by participants – negative attitudes of the 
patients; language barriers; management not listening to them; high workloads in 
terms of the high number of patients they were supposed to consult on a daily basis; 
shortage of functional medical equipment and other essential resources; shortage of 
PHC professional nurses and the use of inexperienced staff; working under pressure; 
high resignations by PHC professional nurses; negative experiences with 
management practices; and the unavailability of ambulances – served as the driving 
forces for the PHC nurse manager in facilitating effective caring for patients by PHC 
professional nurses. 
 
Patients also had empowering and disempowering experiences that played a role in 
facilitating effective caring. The patients’ empowering experiences included positive 
interpersonal empowering experiences while receiving care from PHC professional 
nurses. Patients acknowledged the effective caring behaviours shown by PHC 
professional nurses, as well as the utilisation of effective communication skills by PHC 
professional nurses. The disempowering experiences of the patients were related to 
negative experiences while receiving care from PHC professional nurses, which were 
regarded as language barriers; nurses’ negative attitudes; uncaring behaviours 
displayed by PHC professional nurses; and poor communication skills. Other 
disempowering experiences for the patients were the negative experiences with the 
PHC clinic system in terms of the long waiting times; shortage of medicines; and being 
turned away from the PHC clinics without receiving the required treatment. Both PHC 
professional nurses’ and the patients’ disempowering experiences influenced the 
description of strategies to facilitate effective caring for patients. The described 
strategies are a source of assistance to guide PHC professional nurses in effectively 
caring for patients in PHC clinics. 
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• Context 
The context of this study was the PHC clinics providing comprehensive PHC services 
to patients with acute and chronic conditions, PHC professional nurses caring for 
patients, as well as the patients receiving care from PHC professional nurses.  
 
• Outcomes/Terminus 
The outcome of this study focused on PHC professional nurses effectively caring for 
patients in the PHC clinics. 
 
4.4 THE CONCEPTUAL FRAMEWORK  
 
In this study, the researcher developed the conceptual framework based on the 
findings from Phase 1 of this study. The conceptual framework was developed from 
the researcher’s thinking map in Figure 4.1, through identifying and defining concepts, 
and proposing relationships between those concepts. The conceptual framework 
enabled the researcher to interpret and link the study findings to the existing body of 
knowledge; to conceptualise these findings into practice; and served as a tool for 
connecting concepts to provide a context for interpreting the study findings. The main 
aim of the conceptual framework in this study was to enable the researcher to describe 
strategies to achieve the goal of PHC professional nurses facilitating effective caring 
for patients.  
 
The conceptual framework uses the six elements of the survey list of Dickoff, et al’s. 
(1968) practice theory, as illustrated in Figure 4.2. It reflects the activities undertaken 
by the PHC nurse manager and PHC professional nurses in facilitating effective caring 
for patients by PHC professional nurses. The practice theory provides the principles 
that underpin nursing practice and helps to generate further nursing knowledge and 
new ideas. The description and discussion of the conceptual framework are 
presented, followed by the concluding relational statements at the end of each 
conceptualisation of the elements of the conceptual framework. 
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4.4.1  Description and discussion of the conceptual framework 
 
The researcher describes and discusses the conceptual framework used in the study, 
which maps out the actions of the PHC nurse manager and the PHC professional 
nurses in facilitating effective caring for patients  (See Figure 4.2 for conceptual 
framework). 
 
4.4.1.1  The primary agent: The PHC nurse manager  
 
The PHC nurse manager is the primary agent who plays an active role in facilitating 
the process of PHC professional nurses effectively caring for patients. The role of the 
PHC nurse manager in facilitating effective caring for patients by PHC professional 
nurses is discussed as follows: 
 
a) The role of the primary agent: The PHC nurse manager 
 
The PHC nurse manager, being the primary agent, performs the activity of facilitating 
effective caring for patients by PHC professional nurses in PHC clinics by guiding the 
PHC professional nurses in realising the nursing goals. The PHC nurse manager plays 
a significant role in facilitating the implementation of activities that promote the delivery 
of effective caring for patients by PHC professional nurses in accordance with the 
patients’ health needs. 
 
As the primary agent within the clinical team, the PHC nurse manager is an internal 
resource that is expected to contribute through her skills and education. The PHC 
nurse manager has the potential to influence decisions due to her capacity as a 
manager in ensuring effective caring for patients in the PHC clinics. The PHC nurse 
manager’s facilitative role focuses on maintaining empowering experiences and 
addressing disempowering experiences through a continuous interactive process that 
ensures engagement, support and empowers PHC professional nurses in their 
realisation of the goal of effectively caring for patients in the PHC clinics.  
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The PHC nurse manager is in continuous interaction with PHC professional nurses 
and patients. The purpose of the continuous interaction is to provide participants with 
a platform for their concerns to be addressed, ideas to be discussed and trust to be 
developed between them. The activities of the actual actions involved in facilitating 
effective caring for patients by the PHC nurse manager are described and discussed 
later in the chapter. 
 
b) The secondary agent: PHC professional nurses 
 
PHC professional nurses are another force required in enabling the facilitative role of 
the PHC nurse manager. As the secondary agents, PHC professional nurses 
implement the activities that facilitate effective caring for patients. They implement 
these activities in their nursing practice, whose science is guided by the moral art and 
ethics of effective caring and responsibility.  
 
The PHC professional nurses are in continuous interaction with the PHC nurse 
manager, the patients and the PHC clinic environment in the process of implementing 
the effective caring activity, while maintaining constructive relationships with one 
another.  
 
According to Sadat-Hoseini and Khosropanah (2017:83), effective caring is a basic 
concept in nursing, while nursing is a branch of human sciences which is human-
oriented. The holistic view of humanity stresses excellence and the activation of 
human potential with respect to effective caring. In this study, PHC professional nurses 
play a significant role in effectively caring for patients by displaying compassion, which 
exudes therapeutic energy that evokes compassion satisfaction. Wilson, et al. 
(2016:146) indicate that developing and sustaining helping-trusting, authentic 
relationships and engaging in the creative process of healing practice supports the 
caregiver’s concept of relational effective caring for others. 
 
In order to provide effective caring for patients in this study, PHC professional nurses 
need to make ‘use-of-self’, which is the establishment of a relationship between them 
and their patients. Effectively caring for patients therefore becomes a source of 
inspiration as well as the foundation for a professional code of practice for PHC 
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professional nurses. The activities employed by PHC professional nurses in effectively 
caring for patients are generally regarded as the core of nursing that produce 
therapeutic results in the person being served. The PHC professional nurses, in 
interaction with patients, establish bonds which enable patients to feel cared for and 
more willing to share and work together with PHC professional nurses. According to 
Johansson and Wiklund-Gustin (2016:303), effective caring is an interpersonal 
process aimed at alleviating suffering, taking the suffering person as the point of 
departure. From the caring science, PHC professional nurses in this study have the 
responsibility to ensure that the caring encounter provides the basis for effective caring 
in nursing, while creating a space of togetherness and trust. 
 
The PHC professional nurses, as the secondary agents, are expected to facilitate their 
own commitment in effectively caring for patients, which is the moral duty that allows 
them to enter into the life space of the patients. Hawke-Eder (2017:23) states that in 
general, effective caring in the context of nursing needs to be attributed to a moral 
value of goodness before implementation. In this study, effective caring enables PHC 
professional nurses to use critical thinking. This allows them to move beyond the task, 
reflect on practice, truly see and hear the patients, and with them, create optimal and 
effective caring in nursing. 
 
The PHC professional nurses have a responsibility to see effective caring as a central 
and constant component of many definitions of a ‘good nurse’, and to develop and 
maintain this concept at the heart of their nursing practice. The PHC professional 
nurses are expected to commit themselves in rendering effective caring that is 
humanistic, holistic and aimed at human excellence. The PHC professional nurses 
should provide effective caring which is integrated into their professional and 
organisational expectations. Their responsibility is to view effective caring as an 
interpersonal function aimed at the improvement of human health. 
 
4.4.1.2  The recipient 
 
This study has two recipients, namely, PHC professional nurses and patients. The 
PHC professional nurses are the primary recipients who receive guidance and support 
from the PHC nurse manager on maintaining empowering experiences and 
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addressing disempowering experiences to facilitate effective caring for patients. The 
PHC professional nurses actively engage themselves and play an active role in the 
facilitation and implementation of the process of effectively caring for patients. Patients 
are the secondary recipients who receive effective caring from PHC professional 
nurses. The role of the two recipients are now discussed as follows: 
 
a) The role of the primary recipient: PHC professional nurses 
 
The PHC professional nurses, as the primary recipients, receive the activity of 
facilitating effective caring for patients by the PHC nurse manager. The PHC 
professional nurses engage themselves in collaborating and learning, which align their 
efforts in effective caring with best practices while implementing nursing practices that 
contribute to the realisation of the goal of effectively caring for patients. The PHC 
professional nurses, as the primary recipients, adopt and institutionalise proven 
practices in effective caring that are supported by strong evidence as facilitated by the 
PHC nurse manager. They are committed to sharing the collective effort with their 
colleagues to steer and implement best initiatives in effective caring. As recipients of 
the facilitation process, PHC professional nurses are empowered to provide effective 
caring practice that is supported by the PHC nurse manager. 
 
b) The role of the secondary recipient: patient 
 
The patients, as the secondary recipients of the procedure, are expected to exercise 
their rights and give informed consent while receiving effective caring. They are 
expected to communicate effectively, give accurate information, and participate in 
decisions with regard to receiving effective caring. 
 
4.4.1.3  The dynamics 
 
The dynamics are the driving forces or motivation to provide effective caring for 
patients. In this study, both PHC professional nurses and the PHC nurse manager 
have dynamics that drive them in the facilitation of effective caring for patients. The 
dynamics motivating both the PHC nurse manager as the primary agent, and PHC 
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professional nurse as the secondary agents and the primary recipients, are discussed 
as follows: 
 
a) Motivation driving the PHC nurse manager as the primary agent 
 
The empowering and the disempowering experiences encountered by PHC 
professional nurses and the patients in the PHC clinics motivate the PHC nurse 
manager in facilitating effective caring for patients by PHC professional nurses. The 
empowering experiences include the positive experiences of PHC professional nurses 
with their colleagues while caring for patients; colleagues going the extra mile; 
effective communication; teamwork; and the support PHC professional nurses receive 
from their managers. Other sources of energy for the PHC nurse manager are the 
patients’ positive experiences while they receive effective caring from PHC 
professional nurses, expressed as the PHC professional nurses’ use of effective 
communication skills and the empowering experience in utilising the PHC clinic 
system. 
 
The disempowering experiences, as another driving force, include a shortage of PHC 
professional nurses; shortage of medicines; high workloads; patients being turned 
away; language barriers; and lack of functional medical equipment. These 
disempowering experiences have a negative impact on PHC professional nurses’ 
effective caring for patients. As the primary agent, the PHC nurse manager is 
motivated to take the initiative in ensuring an ethical, clinical environment which is 
strengthened by good practice. Rendering respectful and effective caring that is 
dignified, thinking that revolves around effective caring for patients is another 
motivating factor for the PHC nurse manager. The realisation of effective caring, 
maintenance of the effective caring attitude by PHC professional nurses, acting in a 
responsible manner when striving for the good and justice for both patients and PHC 
professional nurses, are other inspiring factors. The PHC nurse manager is motivated 
in facilitating effective caring which becomes discernible through PHC professional 
nurses’ ethical attitude and an accepting atmosphere. 
 
The PHC nurse manager, as a person responsible for decision-making, is also 
motivated by responsibly steering the processes in the clinical environment to enable 
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PHC professional nurses to maintain effective caring ethics. Another encouraging 
factor for the PHC nurse manager is the creation of uniform values, where patients are 
placed at the centre of effective caring by shaping norms for the workplace and 
influencing PHC professional nurses’ actions. Another source of motivation for the 
PHC nurse manager is her responsibility in managing the core of effective caring in 
order to create an effective caring culture that saves lives and alleviate human 
suffering. 
 
The organisation’s effective caring culture, traditions and habits, which involve 
showing reverence for human beings and their dignity, serves as another driving force 
for the PHC nurse manager. The PHC professional nurses are the frontline healthcare 
professionals in PHC clinics, therefore, the PHC nurse manager should maximise the 
efficacy of effective caring delivered with the existing human resources. Other 
encouraging features for the PHC nurse manager include addressing the nurse-
patient communication problems; enhancing the services that PHC clinics provide and 
having a direct impact on patient satisfaction; reducing nurses’ frustrations; and 
enhancing the mutual respect between PHC professional nurses and patients. 
 
b) Motivation driving PHC professional nurses as the secondary agents 
and primary recipients 
 
The motivation driving PHC professional nurses as secondary agents and primary 
recipients of the facilitation of effective caring is their empowering and disempowering 
experiences. These include the need to maintain the empowering experiences and 
address the disempowering experiences, which hinder PHC professional nurses in the 
process of rendering effective caring for patients. The motivating factor for PHC 
professional nurses as secondary agents and primary recipients is to encourage 
maintenance of the important enablers of effective caring for patients, such as 
cooperation, teamwork and effective communication with colleagues.  
 
Teamwork is regarded to be clinically efficient and supports effective caring, which is 
person-centred. As important features for effective caring, these take place in 
collaboration with colleagues, while focusing on the patients’ best interests. Another 
motivating factor is the ability to establish constructive caring relationships or 
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therapeutic relationships between them and their patients, and engaging in 
interpersonal relations with patients, while viewing effective caring as a moral 
imperative. The PHC professional nurses are motivated by maintaining effective 
caring as an interpersonal process signified by interpersonal sensitivity; an act shaped 
in a relationship between PHC professional nurses and patients, while effective caring 
and compassion continue to be prerequisites. Another motivating factor for PHC 
professional nurses is maintaining coping strategies, such as strong support systems 
and positive relationships with colleagues, and the enjoyment derived from being able 
to be of assistance to patients. This is associated with benefits such as increased 
patient satisfaction and nurses’ feelings of contribution. 
 
Another force driving PHC professional nurses is their need to consider effective 
caring as creating a genuine nurse-patient encounter in which PHC professional 
nurses use the holistic perspective as a point of departure. The motivation to be 
viewed as PHC professional nurses who are tools of effective caring; who consider 
their ethical standards as crucial to the enhancement of effective caring; while 
maintaining and strengthening the patients’ dignity by conveying a sense of comfort, 
are other driving forces. Showing respect for human beings, being empathetic and 
compassionate while protecting patients from unnecessary suffering and safeguarding 
the patients’ best interest, also compel PHC professional nurses in facilitating effective 
caring for patients. 
 
The PHC professional nurses are encouraged by the need to address the 
disempowering experiences like spending most of their time looking for equipment and 
obtaining medicines from other PHC clinics while spending less time on patient care. 
A need to address the high workloads they experience daily, which leads to hurried 
environments of caring that do not reward human interaction, a climate that does not 
support time to sit down and talk with patients, also moves PHC professional nurses. 
Additionally, they are affected by the need to establish effective caring bonds with 
patients and relationships that are grounded in respecting and valuing each other, 
which would enable patients to experience care that is effective. The need for fairness 
by their PHC nurse managers, the need to address the shortage of functional medical 
equipment and other essential resources, as well as the lack of ambulance services 
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impact PHC professional nurses. All these make the PHC clinics unable to render the 
most basic services without any difficulty. 
 
c) Motivation driving patients as secondary recipients 
 
The motivation driving the patients as secondary recipients is identified as the need to 
improve their clinical experience, and the need for a healthcare service delivery 
process that promotes effective use of the available healthcare facilities. Another 
motivating factor is the need for effective caring that focuses on promoting their dignity 
and health by means of the effective caring relationship, as well as effective caring 
based on human needs. 
 
The need to address the disempowering experiences, such as the long waiting times; 
shortage of medicines; non-acceptance of patients who are foreign nationals; and 
being turned away when arriving at the PHC clinics at certain times, are other driving 
forces for patients. Patients have a need to experience effective caring, and to have 
their inability to fulfil the constitutional right of accessing healthcare services with 
reduced waiting times addressed. Patients are also motivated by the need for their 
disempowering experiences, such as language barriers; the need to be treated equally 
like all the other patients; especially those who are foreign nationals; to be addressed. 
 
4.4.1.4  The context  
 
The context for this study is the PHC clinics rendering comprehensive PHC to patients; 
the PHC nurse manager; PHC professional nurses caring for patients in the PHC 
clinics; as well as patients receiving care from the PHC clinics. A PHC clinic is 
described as a dynamic environment in which treatment for common illnesses, the 
management of long-term disorders and the prevention of future ill-health through 
advice, immunisation and screening programmes takes place. The clinics are the first 
step in the provision of health care, which forms the foundation of the South African 
healthcare system (Dennill, Rendall-Mkosi & King, 2017:4). In this study, the PHC 
clinics focus on addressing wider community needs.  
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The PHC professional nurses in this study are generally the ‘first line’ of health workers 
to meet the patients’ basic health needs. They are the main people responsible for 
effectively caring for patients in PHC clinics. In facilitating effective caring, PHC 
professional nurses engage themselves in effective caring activities that embrace 
empathy and humanism. They focus on individualised nursing care, establish 
therapeutic relationship with patients, and pay attention to ethical boundaries and 
limits within their professional role. Patients, being part of the context, exercise their 
rights while receiving effective care by PHC professional nurses in the PHC clinics. 
 
Dennill, et al. (2017:4) further indicate that within a clinic context, professional nurses 
work with other healthcare team members to assist patients in learning how to manage 
their own health. Professional nurses engage in activities that include addressing such 
topics as healthy lifestyles, coping with a diagnosis or understanding warning signs 
and symptoms of emerging health problems. They are actively involved in making 
suggestions in the patients’ treatment plan in collaboration with other healthcare 
professionals. According to Dennill, et al. (2017:4), professional nurses are directly 
involved in the decision-making process for the treatment of patients.  
 
4.4.1.5  The facilitation procedure 
 
Facilitation is defined as a process of providing support to individuals or groups to 
achieve beneficial change (Downing, 2012:136). The outline of the procedure in this 
study is to describe strategies to facilitate effective caring for patients by PHC 
professional nurses in PHC clinics. The PHC nurse manager, being the primary agent, 
performs the activities of the facilitation procedure in interaction with PHC professional 
nurses. The PHC professional nurses are the secondary agents and the primary 
recipients of the activities of the facilitation procedure, aimed towards the realisation 
of the outcome of the study – effective caring for patients by PHC professional nurses 
in the PHC clinics. The facilitation procedure focuses on the engagement and 
empowerment of PHC professional nurses by the PHC nurse manager, with the aim 
being to enable PHC professional nurses to maintain empowering experiences and 
address their disempowering experiences. 
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The facilitative role of the PHC nurse manager empowers, supports and enables PHC 
professional nurses to drive their own work environment in facilitating effective caring 
for patients through continuous interaction. The PHC nurse manager engages PHC 
professional nurses in a constructive relationship that enables them to drive their own 
work activities in a manner that facilitates effective caring for patients in the PHC 
clinics. The engagement, empowerment and involvement of PHC professional nurses 
in the process of implementing the facilitation procedure motivates them to align their 
caring efforts with the best practices. This enables them to realise the intended 
outcome of the study, aimed at PHC professional nurses effectively caring for patients. 
This is associated with the researcher’s goal of describing and discussing the 
facilitative activities aimed at meeting the purpose of the study, which is to gain an 
understanding of PHC professional nurses’ and patients’ experiences of caring, and 
to describe strategies to facilitate effective caring for patients by PHC professional 
nurses. 
 
The facilitation procedure is guided by the activities based on the concepts identified 
in the researcher’s thinking map, arranged into interrelated phases. The activities 
involved in the process to facilitate effective caring take place in these interrelated 
phases, through which the PHC nurse manager and PHC professional nurses work 
together until they accomplish the intended outcome of the study. The researcher’s 
conceptual framework interconnects the identified concepts in the phases of the 
relationship between the PHC nurse manager and PHC professional nurses. The 
activities to facilitate effective caring for patients by PHC professional nurses are 
described and discussed in the interrelated phases – the relationship phase, the 
working phase and the termination phase – of the researcher’s conceptual framework. 
 
a)  The relationship phase 
 
The relationship phase focuses on building a functional working relationship between 
the PHC nurse manager and PHC professional nurses as they engage in the process 
of facilitating effective caring for patients. The goal of the relationship is to work 
together towards the achievement of the outcome, namely, effective caring for patients 
by PHC professional nurses. During the initiation of the relationship phase, steps are 
taken between the PHC nurse manager and PHC professional nurses to get to know 
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each other. It is in this phase that the exploration of PHC professional nurses’ 
experiences, and the setting of aims and objectives to achieve effective caring of 
patients, takes place. The PHC nurse manager, as the agent, engages PHC 
professional nurses in continuous interaction with each other in building the 
relationship. Various decisions about how to achieve these goals are made, and 
actions regarding the use of available resources are taken. The PHC professional 
nurses, being the secondary agents in the facilitation process, are also responsible for 
the facilitation of effective caring for patients in the PHC clinics. They are also decision-
makers who bring knowledge, experience and expertise into the relationship. The 
relationship is characterised by trust, mutual respect, mindfulness and open 
communication.  
 
Sepahvand, Atashzadeh-Shoorideh, Parvizy and Zagheri-Tafreshi (2019:307) 
indicate that interaction between managers and nurses are necessary. Creating the 
most suitable organisational conditions and factors as far as possible, establishing a 
strong and reliable rapport between the nurses and the related organisation is required 
of nurse managers to promote the nurses’ organisational commitment (Sepahvand, et 
al. 2019:308). Relationship-oriented behaviour (Moura, Bernardes, Balsanelli, Zanetti 
& Gabriel, 2017:446) is related to support, development and recognition. Moura, et al. 
2017:446) further indicate that managers who integrate the resonant leadership skills 
of empathy, relationships, listening and responding to concerns into their daily 
interactions with nurses, create a respectful and friendly atmosphere, which promotes 
quality in the relationships between leaders and staff (Moura, et al. 2017:446). 
 
White, Cornish and Kerr (2017:196) state that building a functional working 
relationship is characterised by sharing a vision and philosophy that enables people 
to respect each other. Building functional working relationships allows people to value 
each other’s inputs and ideas. The better and more effective the nurse manager 
communicates with the professional nurses around her, the richer the relationship will 
be. In this study, it is important for the PHC nurse manager and PHC professional 
nurses to work together in developing solutions that are based on their collective 
insight, wisdom and creativity. Building functional relationships permits both the PHC 
nurse manager and PHC professional nurses to be mindful, as relationships which are 
mindful are likely to be stronger since partners share understandings and trust each 
 169 
other. Building a functional working relationship enables open communication 
between the PHC nurse manager and PHC professional nurses.  
 
b) The working phase 
 
According to Muller (2016:60), the working phase is built on the values of caring, which 
are of a distinctive moral nature. In this study, the working phase focuses on the 
implementation of the facilitation procedure, which is the activity of facilitating effective 
caring for patients by PHC professional nurses in the PHC clinics. The continuous 
interaction between the PHC nurse manager and PHC professional nurses is the basis 
of this phase. During this phase, the PHC nurse manager engages and empowers 
PHC professional nurses with the knowledge, skills and ideas necessary in the activity 
of effectively caring for patients. Table 4.1 focuses on facilitating PHC professional 
nurses to provide effective caring for patients in the PHC clinics by the PHC nurse 
manager. Table 4.2 focuses on facilitating effective caring for patients by PHC 
professional nurses in the PHC clinics, discussed under the following sub-phases: 
 
(i) The PHC nurse manager providing support for PHC professional nurses to 
maintain their empowering experiences: interpersonal empowering experiences. 
(ii) The PHC nurse manager providing support for effective use of the PHC clinic 
system by PHC professional nurses and patients. 
(iii) The PHC nurse manager providing support for PHC professional nurses to 
address the disempowering experiences of PHC professional nurses and 
patients: interpersonal disempowering experiences. 
(iv) The PHC nurse manager providing support in addressing the disempowering 
PHC clinic system. 
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Table 4.1: Facilitating PHC professional nurses to provide effective caring for 
patients in the PHC clinics by the PHC nurse manager 
(i) The PHC nurse manager providing support for PHC professional nurses to 
maintain their empowering experiences: interpersonal empowering 
experiences 
 
• Effective caring and communication: therapeutic use of self by PHC 
professional nurses, teamwork by PHC professional nurses and 
constructive management practices 
 
(ii) The PHC nurse manager providing support for effective use of the PHC clinic 
system by PHC professional nurses and patients 
 
(iii) The PHC nurse manager providing support for PHC professional nurses to 
address their disempowering experiences: interpersonal disempowering 
experiences 
 
• PHC professional nurses and patients: discrimination, uncaring behaviours, 
absenteeism, language barriers – patients being treated differently 
• Management not listening 
 
 
(iv) The PHC nurse manager providing support in addressing the disempowering 
PHC clinic systems: 
 
• Long queues of patients, long waiting times 
• Shortage of PHC professional nurses 
• Shortage of resources and medicines – patients having to come back 
repeatedly to the PHC clinics because of shortage of medicines 
• Frustrations as patients are turned away from the PHC clinics 
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(i) The PHC nurse manager providing support for PHC professional nurses to 
maintain their empowering experiences: interpersonal empowering 
experiences 
 
The main objective for the PHC nurse manager providing support for PHC professional 
nurses to maintain their empowering experiences is to motivate them; to allow them 
space for autonomy and decision-making. This has a positive impact on PHC 
professional nurses providing effective caring for patients as it relates directly to their 
productivity. It gives them the responsibility for caring that could bond to caring ethics. 
Providing support for maintaining empowering experiences among PHC professional 
nurses enables the PHC nurse manager to give the necessary direction regarding 
setting realistic goals and objectives related to effectively caring for patients. Providing 
support for PHC professional nurses to maintain their empowering experiences is 
discussed as follows: 
 
• Providing support for effective caring and communication: therapeutic use of 
self by PHC professional nurses, teamwork by PHC professional nurses and 
constructive management practices 
 
The PHC nurse manager proving support for PHC professional nurses plays an 
important role in establishing a positive practice environment which results in effective 
caring for patients. A positive practice environment is defined as a practice 
environment that increases the health and wellbeing of the nurses, the quality of 
patient outcomes, organisational performance and community outcomes (Rao & Pilot, 
2014:28). In this study, providing support for effective caring and communication 
among PHC professional nurses by the PHC nurse manager is essential to enable the 
PHC professional nurses to think broadly about performance, based on the moral 
values of the nursing profession. Muller (2016:60) indicates that the moral values in 
the nursing profession derive from upholding such values as respect for human life, 
freedom and self-determination. The PHC nurse manager providing support for PHC 
professional nurses is seen in this study as a motivating factor that enables them to 
align their efforts with the best practices in nursing, which strengthens their capacity 
as service providers. The PHC nurse manager providing support for PHC professional 
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nurses in maintaining their empowering experiences enables them to make complex 
healthcare decisions based on clinical expertise and patient perspectives.  
 
Providing support for the use of effective communication among PHC professional 
nurses by PHC nurse managers in this study promotes collaboration among 
themselves as healthcare professionals. Makely, et al. (2014:364) state that effective 
communication is more than just exchanging information; it is regarded to be more 
about understanding the intentions behind the information. As effective 
communication is central to successful, effective, caring relationships, support for PHC 
professional nurses in the use of effective communication is of utmost importance as 
they need to ensure that all patient-related information is timely and accurately passed 
on between themselves. 
 
The PHC nurse manager maintains interpersonal relationships and effective 
communication with PHC professional nurses, which encompass active listening and 
empathy. These are considered constructive management practices that enable the 
successful implementation of the facilitation procedure and the enhancement of 
collaborative relationships. Lapena-Moñax, Cibal-Juan, Pedraz-Marcos and Macia-
Soler (2014:559) concur that constructive management practices promote the 
employees’ wellbeing and maximise workers’ productivity. 
 
Providing support for the therapeutic use of self by PHC professional nurses is 
essential in enabling them to render effective caring that is congruent with the 
individual patient, while being empathetic. Therapeutic use of self by PHC professional 
nurses in this study enables them to engage in a highly present and real relationship 
with the patients. Providing support for PHC professional nurses in the therapeutic use 
of self assists them in having compassion, mutuality, humility, respect and openness 
towards their patients. Support for the therapeutic use of self also allows the PHC 
professional nurses to understand that nursing encourages the view that the patient is 
a biological being to be attended to by a nurse who provides care with emotional 
impartiality and principles endorsed by the nursing profession. Thulth and Sayej 
(2015:102) indicate that providing support enhances the quality of relationships 
between managers and professional nurses; which not only impacts on the nurses 
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themselves but also organisational effectiveness by affecting productivity. It helps 
professional nurses feel engaged. 
 
According to Grover, et al. (2017:98), teamwork is linked to higher job satisfaction and 
better patient outcomes. Teamwork is also essential to avoid nurse turnover and other 
dysfunctions which can cause teams to fail, such as lack of trust, lack of commitment 
and lack of stability in the workplace. In this study, the PHC nurse manager providing 
support for teamwork among PHC professional nurses motivates them to work 
together in a timely fashion to save patients’ lives and increase operational efficiency. 
Providing support for PHC professional nurses to work as a team enables them to 
work better, employ practices of collaboration and enhance communication while 
working towards a common goal. 
 
The PHC nurse manager, as the agent and the facilitator, values the need for creating 
a motivating work environment which prioritises social support for PHC professional 
nurses. This is deemed necessary in order to influence their engagement in effective 
caring activities which result in improved patient outcomes. As they execute their daily 
duties, PHC professional nurses need to be motivated through words of 
encouragement and praise. They should be moved to a greater performance by their 
manager who inspires them to do their best as a team.  
 
(ii) The PHC nurse manager providing support for effective use of the PHC 
clinic system by PHC professional nurses and patients 
 
Providing support for the effective use of the PHC clinic system by PHC professional 
nurses and patients ensures that effective services are rendered to patients. PHC 
professional nurses providing effective services to patients results in relationships 
based on trust between PHC professional nurses and patients, as well as a healthy 
work environment. Koy, et al. (2015:1825) indicate that a healthy work environment is 
associated with positive patient experiences, which are linked with clinical 
effectiveness and improved employee satisfaction. Effective use of the clinic system 
results in meeting patients’ health needs and improving patient satisfaction, which are 
determined by the nursing care quality, empathy, dedication, cheerfulness, tact, 
commitment, sincerity, humility and compassion. 
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(iii) The PHC nurse manager providing support for PHC professional nurses to 
address the disempowering experiences of PHC professional nurses and 
patients: interpersonal disempowering experiences 
 
The PHC nurse manager providing support for PHC professional nurses to address 
their interpersonal disempowering experiences focuses on factors such as 
discrimination, uncaring behaviours, absenteeism, and language barriers. Commonly, 
discrimination in this study results in patients being treated in a rude and uncaring 
manner. During the process of implementing the facilitation procedure, the PHC nurse 
manager motivates PHC professional nurses to stop acts of discrimination, which 
include treating patients dismissively, judging them and not listening to their concerns. 
This improves the manner in which the majority of patients who are foreign nationals 
are treated by PHC professional nurses as they are alleged to be the ones who 
increase their workload. 
 
During the process of implementing the facilitation procedure, there is a need to 
facilitate activities that would remedy the environment affected by discrimination. The 
PHC nurse manager unlocks the capability among PHC professional nurses by 
instilling an accepting attitude towards other people. As the primary agent, the PHC 
nurse manager provides support to PHC professional nurses by encouraging them to 
accept patients; even foreign nationals. This helps PHC professional nurses to refrain 
from saying anything negative or derogatory about anyone that relates to things 
outside the individual’s control. Through the motivation to stop discrimination, the PHC 
nurse manager assists PHC professional nurses in being intentional about giving 
favour to those whom they know are being discriminated against.  
 
In order to put an end to discrimination and improve effective caring for patients, PHC 
professional nurses are encouraged to guard their thoughts, say words and practice 
behaviours that are non-discriminatory. Trenoweth and Allymamod (2015:225) concur 
that the success of the acceptance of other human beings is determined by the 
empathetic understanding of another person, which enables people to build trusting 
relationships based on respect.  
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The uncaring behaviours displayed by PHC professional nurses towards patients in 
this study results in poor communication and lack of information being given to 
patients. Facilitation by the PHC nurse manager focuses on enabling the use of 
effective communication skills by PHC professional nurses towards patients, which is 
the most basic ways they try to communicate with patients. The PHC nurse manager, 
as the agent, facilitates PHC professional nurses’ use of effective communication 
skills, which addresses poor communication regarding the expected waiting times and 
the shortage of medicines. The facilitation procedure addresses such uncaring 
behaviours which cause the establishment of nurse-patient relationship to fail due to 
patient dissatisfaction. Masango-Makgobela, Govender and Ndimande (2013:2) 
associate moving patients from one clinic to another to their dissatisfaction with the 
services they receive. This is attributed to the ignorance experienced when patients 
come to the clinic for help, or when they are forced to wait for hours for care without 
explanation.  
 
During the process of addressing interpersonal relationships, the PHC nurse manager 
considers the experience of language barriers by some patients when coming for 
healthcare services in the PHC clinics, which further escalates the issue of 
discrimination of patients – especially by PHC professional nurses. Provision is made 
for patients with language barriers to be treated with dignity, with the PHC nurse 
manager pursuing PHC professional nurses to render effective caring that is patient-
centred, in an environment that enables, reinforces and sustains the adoption and 
application of the facilitating procedure.  
 
In addressing disempowering interpersonal relationships, consideration is given by the 
PHC nurse manager to address deviant behaviours such as absenteeism committed 
by PHC professional nurses. During the implementation of the facilitation procedure, 
the PHC nurse manager and PHC professional nurses address absenteeism 
associated with a lack of motivation to attend work, increased workloads, lack of 
functional medical equipment, staff shortages, and lack of reward systems. 
Addressing employees’ concerns leads to improved productivity and increased staff 
morale, with the aim being to render effective caring for patients. 
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• Providing support for effective listening by management 
 
By management effectively listening, the working relationship between management 
and PHC professional nurses was strengthened in this study. This makes employees 
feel important and respected, and that their voices are heard. Active listening by 
management is regarded as critical to the essential functioning of the PHC clinic 
system. The PHC nurse manager gives PHC professional nurses the opportunity to 
voice their opinions, which enables management to take positive action regarding 
voiced opinions. Management listening to these opinions and concerns empowers 
PHC professional nurses to be confident, to come up with new ideas, and to make 
their own decisions in effectively caring for patients. Cherry (2014b:286) indicate that 
effective listening by managers is a critical management skill. Verbal communication 
therefore involves both speaking and listening, with listening being the key to effective 
working relationships among employees, and between management and staff. 
 
(iv) The PHC nurse manager providing support for PHC professional nurses to 
address the disempowering PHC clinic system 
 
The PHC nurse manager provides support for PHC professional nurses to address 
long queues of patients; long waiting times; shortage of PHC professional nurses; 
shortage of medicines and other essential resources; and patients’ frustrations at 
being turned away from PHC clinics. 
 
• Long queues of patients, long waiting times 
 
Long queues of patients and long waiting times experienced in the PHC clinics are 
disempowering for both PHC professional nurses and patients. High workloads, which 
cause these delays in the PHC clinics, are due to the shortage of PHC professional 
nurses and other essential resources. Thulth and Sayej (2015:101) state that patients’ 
long waiting times could be due to absenteeism, sick leave, maternity leave, annual 
leave, turnover and retirements. Providing support for PHC professional nurses in 
addressing long queues of patients and long waiting times motivates PHC professional 
nurses to use various strategies in the management of such delays. This also enables 
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PHC professional nurses to behave ethically and to know what is expected of them in 
reducing the number of patients’ complaints regarding long queues and long waiting 
times.  
 
The PHC nurse manager, as the agent, implements effective caring initiatives that 
encompass facilitating the implementation of various ways by which the waiting times 
can be reduced in the PHC clinics. The PHC nurse manager ensures that PHC 
professional nurses have the tools to effectively deliver healthcare services and avoid 
the formation of long queues of patients which results in long waiting times. 
 
• Providing support for addressing the shortage of PHC professional nurses 
 
The shortage of PHC professional nurses in the PHC clinics makes it very difficult to 
provide effective caring for patients. Shortage of PHC professional nurses in the PHC 
clinics causes the available PHC professional nurses to increase their work hours, 
which leads to psychological stress and physical exhaustion. This results in improper 
performance by PHC professional nurses. According to Kamati, et al. (2014:60), the 
shortage of nurses continuously threatens the provision of quality health care. Thulth 
and Sayej (2015:102) indicate that many different approaches to nurse staffing and 
scheduling are being tried by various healthcare institutions in an effort to satisfy the 
needs of employees and to meet workload demands for patient care. The PHC nurse 
manager addressing the shortage of PHC professional nurses motivates the 
determination of adequate nurse:patient ratios and a suitable number of PHC 
professional nurses needed in the PHC clinics.  
 
As the agent, the PHC nurse manager ensures the development and implementation 
of a reasonable human resource plan, which leads to the rendering of effective caring 
for patients by PHC professional nurses. Appropriate recruitment and retention 
procedures are put in place to ensure that vacant positions are filled timeously. During 
the facilitation process, the PHC nurse manager strives to understand how PHC 
professional nurses spend their time, which is essential for the development of 
innovative ways to improve work processes, organisational culture and workforce 
management. 
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• Providing support for addressing the shortage of medicines and other 
essential resources, leading to patients having to come back repeatedly to 
the PHC clinics because of a shortage of medicines 
 
In this study, the shortage of medicines and other essential resources in the PHC 
clinics raises concerns for the quality of care rendered to patients. Haskins, et al. 
(2014:38) state that the sharp deterioration in health care at the clinics is associated 
with the shortage of medicines and functional medical equipment. Shortage of 
resources and medicines are said to put patients’ lives at risk and create difficulties for 
healthcare professionals in rendering effective caring for patients. Haskins, et al. 
(2014:38) further indicate that resource disparities in clinics influence the long-term 
success of the clinic system.  
 
The PHC nurse manager providing support enables PHC professional nurses to be in 
a position to perceive that the resources at their disposal are adequate to meet their 
work demands. Providing support for PHC professional nurses to address the 
shortage of medicines and other essential resources ensures that there are adequate 
resources in terms of space, equipment and staff for the PHC clinics to function 
effectively. Providing support focuses on the allocation of sufficient budgets to 
purchase and maintain the equipment. The availability of adequate equipment and 
other essential resources facilitates productivity among PHC professional nurses. 
Thulth and Sayej (2015:101) state that managers should learn to lessen potential 
liability by ensuring that equipment is maintained properly. Failure to provide 
equipment and other resources makes it difficult for employees to carry out their jobs 
in an easy, non-obstructive way.  
 
In facilitating the availability of medicines and functional medical equipment, the PHC 
nurse manager, as an agent, negotiates with senior management for the allocation of 
adequate funds to service the available medical equipment and purchase medicines 
and new medical equipment. The PHC nurse manager focuses on supporting PHC 
professional nurses in rendering effective caring with the available medical equipment 
and medicines. The PHC nurse manager plays an active role in raising awareness of 
medicine shortages and their impact on caring for patients, and provides support to 
PHC professional nurses in reporting medicine shortages in the PHC clinics.  
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The PHC nurse manager provides support to the PHC clinic system in moving towards 
active procurement processes that ensure continuity in the supply of essential 
medicines. In providing support, the PHC nurse manager motivates PHC professional 
nurses to know the demand for medicines within their PHC clinics. The PHC nurse 
manager also motivates PHC professional nurses to monitor stock levels of the 
available medicines and to manage emergency orders when necessary. 
 
• Providing support in addressing frustrations of patients being turned away 
from the PHC clinics 
 
According to Hawke-Eder (2017:23), effective caring is caring that is patient-centred, 
respectful of, and responsive to, the preferences and needs of patients. Effective 
caring is attributed to the moral value of goodness. In this study, turning patients away 
is contrary to effectively caring for patients. When patients are turned away from the 
PHC clinics, they become frustrated and dissatisfied with the healthcare system. 
Turning patients away from the PHC clinics without considering their ability to travel in 
their stated condition is, for all intents and purposes, illegal and regarded as a violation 
of the law in South Africa. The Constitution of the Republic of South Africa (South 
Africa,1996) is a foundational document which supposedly embraces our common 
humanity. It is a script that prompts and guides us to aspire to our very best selves 
and higher natures, especially when it comes to fellow human beings, those who are 
vulnerable and in need. An inability to fulfil the constitutional mandate in the Bill of 
Rights to provide access to healthcare – by turning patients away from the PHC clinics 
– places patients firmly at the mercy of a troubled healthcare system. 
 
The PHC nurse manager, while facilitating effective caring, assists PHC professional 
nurses to observe and obey the Patients’ Rights Charter, The Constitution of the 
Republic of South Africa (South Africa, 1996) and the Batho Pele Principles, which are 
crucial in effectively caring for patients. The PHC nurse manager providing support for 
PHC professional nurses encourages work motivation and showing greater interest in 
the welfare of patients. The PHC nurse manager’s support also enables PHC 
professional nurses to have compassion and show kindness to patients. 
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The following sub-phase focuses on facilitating effective caring for patients by PHC 
professional nurses in the PHC clinics, and is discussed as follows: 
 
(i) Maintaining the empowering experiences by PHC professional nurses and 
patients: interpersonal empowering experiences. 
(ii) Facilitating effective use of the PHC clinic system by PHC professional nurses 
and patients. 
(iii) Addressing the disempowering experiences by PHC professional nurses and 
patients: interpersonal disempowering experiences. 
(iv) Addressing the disempowering PHC clinic systems. 
 
Table 4.2: Facilitating effective caring for patients by PHC professional nurses 
in the PHC clinics 
(i) Maintaining the empowering experiences by PHC professional nurses and 
patients: interpersonal empowering experiences 
 
• Effective caring and communication, therapeutic use of self by PHC 
professional nurses, teamwork by PHC professional nurses and 
constructive management practices 
 
(ii) Facilitating effective use of the PHC clinic system by PHC professional nurses 
and patients 
(iii) Addressing the disempowering experiences of PHC professional nurses and 
patients: interpersonal disempowering experiences 
 
• PHC professional nurses and patients: discrimination, uncaring behaviours, 
absenteeism, language barriers-patients being treated differently 
• Management not listening 
 
(iv) Addressing the disempowering PHC clinic systems: 
 
• Long queues of patients, long waiting times 
• Shortage of PHC professional nurses 
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• Shortage of medicines and other essential resources, patients having to 
come back repeatedly to the PHC clinic because of a shortage of medicines 
• Frustrations of patients turned away from the PHC clinics 
 
(i) Maintaining the empowering experiences by PHC professional nurses and 
patients: Interpersonal empowering experiences 
 
The main objective for PHC professional nurses and patients maintaining the 
empowering experiences through the promotion of the interpersonal empowering 
experiences is to make the work relationships and the nurse-patient relationships 
successful. Healthy relationships between PHC professional nurses and patients help 
them to communicate effectively and make the work more enjoyable. Maintaining 
interpersonal empowering experiences is discussed as follows: 
 
• Facilitating effective caring and communication, therapeutic use of self by 
PHC professional nurses, teamwork by PHC professional nurses and the 
constructive management practices 
 
In this study, the purpose of effective caring is in the context of nursing, which is 
attributed to a moral value of goodness. According to Andersson, et al. (2015:1), the 
execution of the nursing duties is explicated through a framework of effective caring 
factors, which are linked to the core processes of professional nursing practice. These 
factors demonstrate that effective caring is founded on altruism, sensitivity, hope, trust, 
emotional expression, support, dignity, spiritual openness and interpersonal 
connection. Effective caring is the essence of nursing and the central, dominant, and 
unifying feature of nursing, which is the phenomenon related to restoring and 
maintaining patients’ health. In order for caring to be effective, it should form the basis 
of a moral commitment in which the nurse enters into the life space of another person 
and is able to detect the condition of that person’s spirit or soul. Professional nurses 
need to base effective caring for others on a philosophical foundation of love that 
transcends to a spiritual caring through heart-centred encounters with others. Nursing 
is viewed as a caring practice whose science is guided by the moral art and ethics of 
effective caring and responsibility.  
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Dahlke and Wall (2016:2) describe caring as a human trait, a moral imperative, an 
affect, an interpersonal interaction and a therapeutic intervention which suggests it as 
an innate human characteristic. Viewing caring as a moral imperative is referred to as 
the commitment to protect individuals’ dignity. As an affect, it emphasises the 
emotional involvement or empathy the nurse has for patients. Caring, as a therapeutic 
intervention, is linked to caring actions such as active listening and technical 
competence. The ethic of caring is essential in nursing to enable professional nurses 
to render effective caring and encourage conditions which create effective caring by 
focusing on effective caring as a moral quality in itself (Andersson, et al. 2015:1). 
 
Being context-bound, PHC professional nurses involved in caring for patients in the 
PHC clinics need to view effective caring as a value and an attitude that manifests 
itself in the form of a concrete act. The effective caring acts by PHC professional 
nurses, which are regarded as the innermost core of nursing, come about in a 
relationship between the patient and the care provider. This is an integral part of 
effective caring for patients by PHC professional nurses and implies rendering 
effective caring that is of acceptable quality and aimed at the alleviation of suffering. 
The PHC professional nurses provide effective caring as a therapeutic intervention, 
an interpersonal interaction, a moral imperative, an affect and a human trait. Observing 
colleagues going the extra mile while caring for patients motivates PHC professional 
nurses to be positive in fulfilling the patients’ expectations, to be helpful, and to 
become eager in rendering services which are valuable to patients. 
 
The use of effective communication skills by PHC professional nurses in this study 
enables them to render effective caring through collaboration with one another. 
Effective communication is viewed as a possible factor that enhances the 
development of trust, honesty, integrity and dependability on one another. The value 
of effective communication and the need for trust in the healthcare setting is not limited 
to the nurse-patient relationship, but rather pervades all working relationships. Makely, 
et al. (2014:364) highlight that effective communication is central to successful, 
effective caring relationships and in enabling the expression of ideas, information and 
viewpoints clearly. 
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Knight (2012:2) shares that to effectively manage patients in a clinic environment, 
professional nurses have to engage in the therapeutic use of self. Therapeutic use of 
self by PHC professional nurses in this study enhances the working alliance that 
fosters client growth and improves the patients’ health. Through the therapeutic use 
of self, PHC professional nurses show their intention of acting on the suffering of 
others and express it in how they act when effectively caring for patients. 
 
In the process of effectively caring for patients, PHC professional nurses engage in 
teamwork that assists them in increasing their levels of efficiency and safety in 
effectively caring for patients. Grover, et al. (2017:98) indicate that professional nurses 
maintaining teamwork is essential in healthcare to reduce human error, increase 
operational efficiency and effective caring for patients. Those professional nurses who 
experience teamwork commonly express job satisfaction and reduced stress, which 
results in increased problem-solving abilities. The centrality of teamwork in this study 
is the improvement in effective caring for patients. Functioning as a team influences 
collaboration among PHC professional nurses who are team members. The PHC 
professional nurses function as a team; this encompasses working well together, 
which is a pillar of the nursing profession. This is critical in all aspects of nursing within 
the environment where PHC professional nurses, as the recipients, operate. 
Teamwork is essential among PHC professional nurses to enable the PHC clinics’ 
functionality, productivity and the achievement of the set goals.  
 
(ii) Facilitating effective use of the PHC clinic system by PHC professional 
nurses and patients 
 
The booking system utilised in the PHC clinics enables some patients to appreciate 
how services are rendered in the PHC clinics as patients come according to their 
appointments. The appreciative behaviours by patients are also linked to their 
reflections of what actually happened during the consultation process and the 
satisfaction that is experienced with regard to the services received. Patients’ 
appreciative behaviours are associated with the quality of care received, which relates 
to the features they regard as most acceptable. According to Ndou, Maputle and 
Risenga (2016:4), improving patients’ clinical experiences are vital as empowering 
patient experiences promotes appreciative behaviours and adherence to treatment. 
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Patients’ health-seeking behaviours are affected by their experiences and the quality 
of the caring received, which has an influence on their behaviour and intention to revisit 
the same clinic. 
 
(iii) Addressing the disempowering experiences of PHC professional nurses 
and patients: disempowering interpersonal experiences 
 
Addressing the disempowering interpersonal experiences of PHC professional nurses 
and patients focuses on factors such as discrimination; uncaring behaviour; 
absenteeism; and language barriers. The need to address the scourge of 
discrimination in this study is to stop exclusion or rejection based on the negative 
judgement towards PHC professional nurses and patients as a result of their 
nationalities. The best intention in addressing discrimination is to keep in mind how 
damaging, dehumanising and hurtful discrimination really is. Discrimination by PHC 
professional nurses towards some of their colleagues and patients who are foreign 
nationals, denies the individuals the value of who they are.  
 
Ndou, et al. (2016:5) share the opinion that people living with HIV and AIDS face 
challenges like shame, with a shattered sense of hope, life purpose and the control of 
self-worth. Addressing discrimination against patients eases the issue of stigma, which 
plays a significant role in the discrimination of patients living with HIV and AIDS, which 
has become a source of fear for the professional nurses (catching the virus). Ndou, et 
al. (2016:5) further indicate that whether subtle or overt, being discriminated against 
causes an individual pain.  
 
The facilitation procedure includes the provision of effective caring for patients, 
through timeous initiation of treatment for patients living with HIV and AIDS, with less 
consideration of their ability to bring treatment buddies or companions. A better 
understanding by PHC professional nurses is also required in terms of the other 
barriers to effective caring, which include such factors that cause discrimination. 
Trenoweth and Allymamod (2015:225) indicate that such knowledge brings 
understanding among professional nurses that when they come into contact with 
someone who is disadvantaged because of something beyond that person’s control, 
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they should make a conscious effort not to discriminate, but go out of their way to help 
the person any way they can.  
 
Bowen (2015:2) states that those experiencing language barriers also face increased 
risk of medication errors, complications and adverse events, while the rights of patients 
with limited English proficiency to informed consent and confidentiality are often not 
protected. Effective communication allows patients to participate more fully in their 
effective caring. When a patient understands what is being said about his or her caring, 
treatment and services, the patient is more likely to fulfil critical health caring 
responsibilities. For communication to be effective, the information provided must be 
complete, accurate, timely and understood by the patient (Wallmach, 2013:393). 
 
• Facilitating effective listening by management 
 
PHC professional nurses want to feel valued and heard by management. When 
employees feel heard and listened to, they feel important and respected, but when 
employees notice that their input is not regarded and their opinions are being ignored, 
the accompanying negative feelings will undo the positive effects. Employees 
associate not being listened to with a lack of respect; they feel employers do not care 
about them. Enhancers of health and wellbeing are feeling valued, being listened to, 
and having skilled and supportive managers. The PHC professional nurses make their 
voices heard by raising their concerns and opinions through proper channels to 
facilitate effective listening by management. 
 
(iv) Addressing the disempowering PHC clinic systems: long queues of 
patients and long waiting times 
 
For the majority of patients, long queues and long waiting times experienced in the 
PHC clinics are disempowering to them. Patients spend substantial time in the PHC 
clinics waiting for nursing services to be rendered by PHC professional nurses. 
Patients perceive the long queues and waiting times as a barrier to obtaining services. 
According to Oche and Adamu (2013:588), the amount of time the patients wait to be 
seen is an important indicator of the quality of services. It is therefore one factor which 
affects the utilisation of the services.  
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The reduction of the long queues and long waiting times for patients through queue 
management systems and by monitoring the patient waiting times is one of the 
requirements for effective caring for patients. Factors associated with long queues and 
long waiting times in the context of this study include the shortage of PHC professional 
nurses, uncaring behaviours by the available PHC professional nurses, and the 
unavailability of functional medical equipment. The increased number of patients 
attending PHC clinics without enough human resources to cope, results in long 
queues, increased waiting times, and thus a vicious cycle is established. Keeping 
patients waiting for a prolonged period causes stress for both the patients and PHC 
professional nurses. This is one of the sources of dissatisfaction with healthcare 
services reported by patients utilising PHC clinics. 
 
• Addressing the shortage of PHC professional nurses  
 
According to Igumbor, Davids, Nieuwoudt, Lee and Roomaney (2016:1), the majority 
of clinics experience a shortage of nursing staff, which is in line with the dire shortage 
of nurses in the public healthcare facilities in the country. In this study, the shortage of 
PHC professional nurses in the PHC clinics continues to widen with increasing 
demand without a commensurate increase in the supply of trained PHC professional 
nurses. Somahela, Yako and Khumalo (2015:178) indicate that the clinics with low 
staff complement and higher workloads based on patient headcount, spend less time 
on patient consultations. The increased workloads and the shortage of the nursing 
staff reduce the amount of time available for patient caring activities, resulting in 
compromised patient health outcomes. The number of responsibilities that a 
professional nurse is expected to render is too numerous for one such nurse to be 
able to render quality patient care.  
 
The lack of capacity to render effective caring for patients in PHC clinics places an 
additional burden on the available staff. The PHC professional nurses have to raise 
their concerns with regard to the shortage of PHC professional nurses with 
management in their staff meetings, which they associate with the burden of the high 
workload they have to face on a daily basis. 
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• Addressing the shortage of resources: medicines and functional medical 
equipment 
 
There are shortages of medicines and functional medical equipment in the PHC clinics 
that disempower PHC professional nurses from rendering effective caring for patients. 
Haskins, et al. (2014:38) indicate that the sharp deterioration in healthcare at the 
clinics is associated with the shortage of medicines and functional medical equipment 
such as thermometers, BP cuffs and glucometers. In this study, the shortage of 
medicines causes frustration for both the patients and PHC professional nurses as 
some patients do not get sufficient medications. Shortage of medicines makes it 
difficult for PHC professional nurses to prescribe the right treatment, the right amount 
and the right doses of treatment for patients, causing a complete breakdown in PHC 
professional nurses’ ability to provide services of a reasonable standard to patients. 
 
The shortage of medicines in the context of this study means that there are not enough 
medicines for the patients, with patients being given enough medicines for only two 
weeks at a time. Patients thus have to come back to the PHC clinics repeatedly 
because they do not receive all the vital and essential medicines they need. According 
to Bateman (2013:600), the difficulty in repeatedly returning to the clinics, including 
the costs of taking time off from work and transport costs, increases default rates. 
Shortage of medicines results in some patients being turned away without any 
medicine at all, while others are told to buy over the counter. Shortages of medicines 
used as treatments for conditions such as TB an HIV are especially concerning as the 
treatment requires a strict regimen to be effective.  
 
Bateman (2013:600) further mentions that disruptions in taking these medicines 
increase the chances of patients’ infections becoming resistant to the drugs and failing 
to work. This means that those patients have to be switched to more expensive or less 
effective treatment with worse side effects. The consequences of the shortage of 
medicines are a direct limitation on the ability to treat, resulting in the professional 
nurses making changes in patients’ treatments that they would never have done under 
normal circumstances. The unavailability of some basic medicines means that 
inappropriate and stronger medications have to be used at times, with children being 
given medicines prescribed for adults, which makes it toxic to them. 
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Haskins, et al. (2014:38) highlight that the difficulty in treating patients due to a lack of 
medicines leads to the unnecessary referral of patients to hospitals for their 
treatments. In this study, dire shortages of medicines in the PHC clinics give rise to 
fears of increased drug resistance among patients, while medicine stock-outs are 
frustrating and demotivating for both patients and PHC professional nurses. Dwindling 
supplies of medicines leave PHC professional nurses without the means to adequately 
treat the patients. PHC clinics therefore experience a debilitating range of operational 
difficulties, with the access to healthcare services and the patients’ dignity being 
compromised on a daily basis. 
 
The shortage of functional medical equipment contributes to the PHC clinic system’s 
failure in this study. The PHC clinic system fails to purchase essential medical 
equipment and maintain the available medical equipment. This is catastrophic since 
functional medical equipment plays a vital role in the diagnosis and treatment of a wide 
range of medical conditions and enable PHC professional nurses to accurately monitor 
patients’ vital signs. 
 
In addressing the shortage of medicines and lack of functional medical equipment in 
the PHC clinics, PHC professional nurses motivate for management to purchase 
adequate essential medicines and medical equipment to enable effective caring for 
patients. The PHC professional nurses also motivate for the allocation of an adequate 
budget for fixing and servicing the available medical equipment.  
 
• Addressing frustrations caused by turning away of patients from the PHC 
clinics 
 
Patients become frustrated and dissatisfied when they go to the PHC clinics and are 
turned away without their health needs being attended to. Daily, in the real world, 
patients are being turned away from the PHC public clinics, either because there are 
no resources or the PHC clinics are about to close, resulting in patient queues being 
cut. To avoid being turned away when queues are cut, desperate patients have to 
queue at the PHC clinics as early as five o’clock in the morning in order to be the first 
in line when the PHC clinics open. Sometimes patients are being turned away just 
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because PHC professional nurses do not seem to be caring, which is a violation of the 
law. Others are turned away because of their asylum-seeker status.  
 
Stevenson, Thomson, Vearey and Walker (2015:1) indicate that The Migrant Health 
Forum (MHF) is concerned with migrant health and access to healthcare services. 
Members of the MHF have received reports of patients, including refugees, asylum 
seekers and undocumented migrants from Southern African Development Community 
(SADC) having been turned away from healthcare facilities. Such stories have become 
common among refugee communities all over Gauteng, with those who suffer the most 
being the vulnerable patients whose circumstances place them firmly at the mercy of 
the troubled system. Gauteng Province, which is South Africa’s most prosperous 
province, is also home to the highest concentration of migrants, including asylum 
seekers and refugees. Some patients living with HIV and AIDS have been shown the 
door because they could not prove their citizenship while others were turned away 
because nurses were absent.  
 
Stevenson, et al. (2015:1) further state that the South African National Health Policy 
guarantees asylum seekers, refugees and undocumented migrants from other SADCs 
the same rights to treatment at public sector healthcare services as the South African 
citizens. Public clinics, being the best option for those without health insurance, cannot 
refuse care as they are funded by the taxpayers’ money. It is illegal for any public clinic 
in South Africa to turn a person away who is at the clinic for care. Section 27 (3) of the 
Constitution of the Republic of South Africa (South Africa, 1996) enshrines the right 
‘that no one may be refused treatment’. It is, therefore, every person living in South 
Africa’s right to access healthcare, irrespective of whether they are living in the country 
illegally or not.  
 
c) The termination phase 
 
Nangombe and Justus (2016:52) describe terminus as the last or final activity of the 
process. Terminus is therefore referred to as the endpoint, which is the phase when 
complete closure occurs. Viewing activity from the aspect of the terminus is to view 
activity from the perspective of the endpoint or accomplishment of the activity. In this 
study, the termination phase is the last or final activity or the desired outcome of the 
 190 
facilitation process. The terminus of this study is the achievement of effective caring 
for patients by PHC professional nurses. 
 
During this phase, the PHC nurse manager, as the agent, continues with the 
interactive role in facilitating effective caring for patients by PHC professional nurses. 
As effective caring for patients is not a once-off event, this meant that the process has 
to be continuous. In continuing the facilitation process, the PHC nurse manager 
conducts supervisory visits to support PHC professional nurses in the PHC clinics and 
gives constructive feedback to increase the chances of making effective caring a norm. 
The PHC nurse manager makes use of teachable moments and allocates days and 
hours of working alongside the PHC professional nurses in the PHC clinics. The PHC 
nurse manager continues to assess the maintenance of empowering experiences by 
PHC professional nurses to uphold effective caring for patients by PHC professional 
nurses. The PHC nurse manager also continues to address the disempowering 
experiences in the PHC clinics. In this phase, PHC professional nurses are expected 
to take control and responsibility for their work activities in effectively caring for 
patients, while managing their workplace with minimal supervision in pursuit of 
effectively caring for patients. 
 
4.4.1.6  The outcome 
 
The PHC nurse manager facilitates effective caring for patients by PHC professional 
nurses through engagement, empowerment and support of PHC professional nurses. 
PHC professional nurses provide effective caring for patients in PHC clinics. 
 
4.5  SUMMARY 
 
In this chapter, the conceptual framework based on the six factors of the practice 
theory by Dickoff, et al. (1968) was presented. The practice theory guides the 
description and discussion of the conceptual framework. The relational statements of 
the framework are used to discuss the role of the agent, the recipients, context, 
procedure, dynamics or motivation and terminus, which are adapted to suit the PHC 
clinics. The focus in the next chapter will be on the description of strategies to facilitate 
effective caring for patients by PHC professional nurses. 
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CHAPTER FIVE 
DESCRIPTION OF STRATEGIES FOR THE FACILITATION OF 
EFFECTIVE CARING FOR PATIENTS BY PRIMARY HEALTH CARE 
PROFESSIONAL NURSES 
 
5.1  INTRODUCTION 
 
In this chapter, the focus is on the description of strategies to facilitate effective caring 
for patients by PHC professional nurses in the PHC clinics. The strategies were 
described based on the findings of Phase 2, the conceptualisation of the findings, 
interpretation by the researcher and supported by the relevant literature. The practice 
already existing in the PHC clinics was used as an approach in the description of the 
strategies for effective caring for patients by PHC professional nurses. The practice 
theory of Dickoff, et al’s. survey list was adopted as an approach to present an image 
of reality. It was within the working phase that the PHC nurse manager and PHC 
professional nurses worked together, with the primary focus being the facilitation of 
effective caring for patients by PHC professional nurses. 
 
The PHC nurse manager, as the primary agent in the facilitation of effective caring for 
patients, remained in continuous interaction with PHC professional nurses. The PHC 
nurse manager supported PHC professional nurses in maintaining their empowering 
experiences and in addressing their disempowering experiences. Through the process 
of engagement, the PHC nurse manager enabled empowerment of PHC professional 
nurses to achieve the outcome, which is ‘effective caring for patients’. The described 
strategies would be implemented by PHC professional nurses and the PHC nurse 
managers who will receive the findings and the recommendations of the study. 
 
5.2  STRATEGIES TO FACILITATE EFFECTIVE CARING FOR PATIENTS BY 
PHC PROFESSIONAL NURSES 
 
Strategies require enabling objectives and actions. Strategy 1 was based on the 
relationship phase of the study, Strategy 2 was based on the working phase, and 
Strategy 3 on the termination phase. 
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Table 5.1:  Strategies to facilitate effective caring for patients by PHC 
professional nurses 
5.2.1 Strategy 1: Strengthening the working relationship between the PHC nurse 
manager and PHC professional nurses. 
 
5.2.2 Strategy 2: Facilitating PHC professional nurses to provide effective caring for 
patients in PHC clinics. 
 
5.2.2.1 Strategy 2.1: Facilitating empowering experiences by PHC professional 
nurses and patients. 
 
a) Effective caring and communication. 
b) Teamwork. 
c) Constructive management practices. 
 
5.2.2.2 Strategy 2.2: Facilitating the effective use of the PHC clinic system by PHC 
professional nurses and patients. 
 
5.2.2.3 Strategy 2.3: Addressing disempowering experiences between PHC 
professional nurses and patients. 
 
a) Discrimination by PHC professional nurses. 
b) Uncaring behaviours by PHC professional nurses. 
c) Absenteeism by PHC professional nurses. 
d) Language barriers. 
e) Management not listening to PHC professional nurses. 
 
5.2.2.4 Strategy 2.4: Addressing disempowering PHC clinic systems. 
 
a) Long queues of patients-long waiting times. 
b) Shortage of PHC professional nurses. 
c) Shortage of medicines and other essential resources. 
d) Frustrations as patients are turned away from PHC clinics. 
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5.2.3 Strategy 3: Assessing the achievement of effective caring for patients by PHC 
professional nurses. 
 
5.2.3.1 Strategy 3.1: Maintaining empowering experiences. 
 
5.2.3.2 Strategy 3.2: Addressing disempowering experiences. 
 
 
5.2.1  Strategy 1: Strengthening the working relationship between the PHC 
nurse manager and PHC professional nurses 
 
This strategy entailed the start of the process of facilitation of effective caring for 
patients, where the PHC nurse manager established a functional working relationship 
with PHC professional nurses. The relationship phase involved a continuous 
interaction between the PHC nurse manager and PHC professional nurses, which 
contributed to the facilitation of effective caring for patients. 
 
Objectives:  
• To promote a functional working relationship based on trust and respect. 
• To create an atmosphere that increases employee empowerment and engagement. 
• To promote effective communication through the established channels of 
communication. 
 
Actions: 
The PHC nurse manager 
 
• Creates a working environment that encourages and supports ethical actions by 
PHC professional nurses by influencing the ethical values of the organisation 
through ethical behaviour. 
• Creates a workplace culture that empowers and reinforces effective caring by PHC 
professional nurses by guiding the processes of caring in order to promote their 
confidence and gain their trust. 
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• Role models ethical behaviour by demonstrating how to practice nursing with 
integrity, determination and compassion in order to instil passion and improve PHC 
professional nurses’ patient advocacy. 
• Practices ethical leadership by leading in a manner that is directed by respect for 
ethical beliefs and values, and the rights and dignity of others. 
• Instils an atmosphere of mutual respect by showing respect for PHC professional 
nurses, and valuing their inputs and ideas in order to work together in developing 
solutions based on collective insights. 
• Is mindful when working with others by taking responsibility for the words they use 
and the actions they take in order for PHC professional nurses to feel respected. 
• Practices effective communication skills by active listening, showing interest in what 
is being said and avoiding interrupting or redirecting the conversation to your 
concerns in order to enable PHC professional nurses to feel heard and understood. 
• Displays a caring attitude towards subordinates by being authentically present, 
developing and sustaining a helping-trusting caring relationship in order to 
maximise their willingness in achieving the set goals. 
• Motivates PHC professional nurses by giving them credit when they deserve it, and 
acknowledging their contribution to the team by giving a pat on the back or a word 
of thanks for a job well done. 
• Practices fairness by giving each PHC professional nurse equal opportunity in 
nominating short courses in order for them to reach their potential. 
• Shares the vision and mission of the organisation and reinforces its purpose in order 
to stimulate continued progress towards its aspirations and create alignment in 
preserving the organisation’s core values. 
• Engages PHC professional nurses by ongoing involvement in decision-making 
regarding caring for patients to increase the quality of care provided, create a stable 
workforce, improve staff commitment, and create a positive professional practice. 
 
The PHC professional nurses 
• Be warm, genuine, respectful and understanding with the PHC nurse manager in 
order to create an atmosphere of cooperation. 
• Engage in creativity and problem-solving to foster a commitment to effective caring 
for patients.  
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• Practice effective communication skills by active listening, maintaining eye contact 
and asking questions in order to convey interest and respect in the PHC nurse 
manager’s point of view, and work together in accomplishing common goals.  
 
5.2.2  Strategy 2: Facilitating PHC professional nurses to provide effective 
caring for patients in the PHC clinics 
 
This strategy entailed the PHC nurse manager providing support for PHC professional 
nurses to maintain their empowering experiences. Support that empowers PHC 
professional nurses enabled the PHC nurse manager to give the necessary direction 
regarding setting realistic goals and objectives related to effective caring for patients. 
 
5.2.2.1 Strategy 2.1: Facilitating the empowering experiences by PHC 
professional nurses and patients 
 
a) Effective caring and communication 
 
Objectives:  
• To encourage the development of positive nurse-patient relationships based on 
trust, compassion, mutuality and humility in order to enrich patients’ experiences. 
• To encourage PHC professional nurses to be empathetic and establish rapport with 
patients. 
• To promote the practice of effective communication skills between PHC 
professional nurses and patients.  
 
Actions: 
The PHC nurse manager 
 
• Encourages PHC professional nurses to form therapeutic relationships built on trust 
with patients and maintain confidentiality in order to enable patients to share their 
feelings with someone they trust. 
• Motivates PHC professional nurses to encompass caring and supportive, non-
judgemental behaviour that is directed at achieving the patient’s best interest. 
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• Encourages PHC professional nurses to provide caring that is patient-centred in 
order to elicit patients’ true wishes, recognise and respond to both their needs and 
emotional concerns. 
• Supports moral values based on ethical principles of the nursing profession in order 
for PHC professional nurses to integrate these values into their daily nursing 
practice, which will influence the quality of care rendered. 
• Promotes PHC professional nurses’ respect for human life by encouraging them to 
take responsibility for their own actions in caring for patients by operating within a 
person-centred care framework. 
 
The PHC professional nurses 
 
• Establish therapeutic nurse-patient relationships based on trust and uphold this 
dynamic relationship in order to achieve positive patient outcomes. 
• Utilise effective communication skills by actively listening and talking less in 
conveying information that is understandable to patients in order to establish 
rapport and maintain therapeutic relationships with them. 
• Treat patients in a dignified manner by demonstrating compassion, humility, moral 
commitment, genuineness and respect in order to develop trust in them. 
• Exercise self-awareness by reflecting on one’s subjective feelings and actions in 
order to realise that as a nursing care provider, one may convey an attitude that 
could obstruct the therapeutic process. 
• Incorporate mindfulness practice in the clinical experience by developing the ability 
to be aware of each moment as opposed to rushing through it in order to understand 
the patients’ feelings, experiences and situations. 
• Pay attention to ethical principles within the professional role by engaging in 
practices which are in accordance with the legal scope of practice in order to 
promote the good of the patient. 
• Allow patients to practice autonomy by expressing respect for the unconditional 
worth of an individual, and respect for individual thought, decision and actions. 
• Show empathy by putting yourself in the patients’ situations in order to discover 
what the patient might be thinking and feeling. 
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• Utilise compassion as a guiding principle in the nursing practice by putting patients’ 
interests first while adhering to the ethical principles of caring. 
• Provide patient-centred care by fostering the values of humility and respect through 
intentional behaviours, both as an individual and a professional being.  
• Be present in caring for patients; meaning, being with the patients in the act of giving 
courage, to simply give of the self and doing so in such a way that the patients being 
cared for realise the commitment, concern and personal attentiveness of the one 
providing care. 
• Adhere to Batho Pele Principles while caring for patients by providing care that is 
responsive to the diverse needs of patients in order to maintain their dignity. 
 
b) Teamwork 
 
Objectives: 
• To encourage PHC professional nurses to work together effectively and efficiently 
towards the same goals and objectives. 
• To increase operational efficiency that will increase patient safety, patient 
satisfaction and PHC professional nurses’ job satisfaction. 
• To promote open discussions and collaboration of the nursing activities within the 
PHC clinics to enable PHC professional nurses to function better as a unit. 
• To maintain a more engaged, well-performing and stable team of PHC professional 
nurses. 
 
Actions: 
The PHC nurse manager 
 
• Creates a motivating work environment which prioritises social support and 
teamwork through effective communication in order to promote PHC professional 
nurses’ commitment to the organisation. 
• Motivates PHC professional nurses to render care that maintains the patients’ 
sense of dignity by adhering to ethical principles in order to ensure positive patient 
experiences. 
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• Encourages teamwork among PHC professional nurses by assisting them to 
continue to interact dynamically and interdependently towards a common goal. 
• Utilises team-building interventions that include highlighting the team’s 
accomplishments, and staff retreat to build cohesive teams and provide 
opportunities for PHC professional nurses to build relationships with their fellow 
colleagues and leaders without the pressures of the clinical settings. 
• Supports a team approach to create an opportunity to bring different ideas and 
perspectives from all team members together in order to enable them to share their 
perceptions and ensure that all are working towards agreed upon goals. 
 
The PHC professional nurses 
 
• Provide clear expectations for each team member’s function and share 
responsibilities in order to optimise the team’s efficiency. 
• Form a trusting relationship with team members as trust forms the basis of 
successful and effective healthcare relationships. 
• Maintain team support by being a team player, being flexible and volunteering to 
fill-in where there is a need in order to assist team members in achieving common 
goals and enhancing patient experiences. 
• Utilise enhanced communication skills through the establishment of practical and 
feasible communication networks in order to keep the team together.  
• Show commitment in teamwork by assisting others and ensuring that no one is 
completely overwhelmed with the patient workload or left alone to deal with an 
urgent patient situation that requires more than one person. 
 
c) Constructive management practices 
 
Objectives:  
• To maximise PHC professional nurses’ potential through work analysis and 
equitable work distribution. 
• To encourage effective communication between the PHC nurse manager and PHC 
professional nurses. 
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Actions: 
• Use effective communication skills by actively listening, asking questions, 
expressing positive feelings and providing constructive feedback that focuses on 
the issue and not the person in order to work well with people around you. 
• Practice fairness by treating subordinates equally and distributing work equitably in 
order to maintain positive workplace relationships and enhance job satisfaction. 
• Role model professional behaviour by displaying what is required of PHC 
professional nurses in terms of behaviour in order to enable them to copy the 
behaviour they see in their leader. 
• Give rewards or incentives to show recognition and appreciation for staff efforts by 
a word of encouragement or praise, or by sending thank you cards in order to 
motivate them and optimally achieve the workplace objectives. 
 
5.2.2.2 Strategy 2.2: Facilitating effective use of the PHC clinic system by PHC 
professional nurses and patients 
 
Objectives: 
• To promote PHC professional nurses’ use of the booking system for patients. 
 
Actions: 
The PHC nurse manager 
 
• Encourages PHC professional nurses to book patients on various appointment 
dates and time slots to promote effective use of the PHC clinic system. 
• Motivates PHC professional nurses to practice caring for patients with integrity and 
dedication by upholding consistent regard for the highest standards of practice and 
professional conduct in order to render care that is acceptable according to ethical 
principles. 
 
The PHC professional nurses 
• Show commitment to caring for patients by booking them on various suitable 
appointment dates and time slots in order to render effective caring which has 
positive patient outcomes. 
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• Encourage patients to come to the PHC clinics on their booked appointment dates 
and times to avoid long waiting times. 
• Discuss the appointment dates and times with patients to make patients’ 
experiences positive by providing the most appropriate care in a setting that 
supports and responds to each patient’s unique needs. 
 
5.2.2.3 Strategy 2.3: Addressing disempowering experiences between PHC 
professional nurses and patients 
 
This strategy entails the PHC nurse manager providing support for the PHC 
professional nurses to address their interpersonal disempowering experiences. The 
support focused on factors such as discrimination, uncaring behaviours, absenteeism 
and language barriers. 
 
a) Discrimination by PHC professional nurses 
 
Objectives: 
• To encourage PHC professional nurses to be accepting, respectful, understanding 
and empathetic towards new colleagues and patients. 
• To address negative attitudes displayed by PHC professional nurses towards 
patients who are foreign nationals. 
 
Actions: 
The PHC nurse manager 
 
• Enforces ethical behaviours among PHC professional nurses by bringing anti-
discrimination laws enforced by Section 9 of the Constitution of the Republic of 
South Africa as executed by the Promotion of Equality and Prevention of Unfair 
Discrimination Act (Act 4 of 2000) to their awareness.  
• Listens to concerns raised by patients in order to give patients assurance and 
confidence in the PHC nurse manager’s ability to listen and address the negative 
experiences they encounter in the PHC clinics. 
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• Fosters a common culture of caring shared by all PHC professional nurses by 
putting patients first in order to provide patient-centred care. 
• Conducts in-service training regarding the Patients’ Rights Charter, Batho Pele 
Principles and ethics in order to ensure that patients receive care that is acceptable. 
 
The PHC professional nurses 
 
• Function within the ethical framework of the nursing profession by integrating the 
values of respect, professionalism and caring to establish a PHC clinic climate that 
fosters effective caring for patients.  
• Adhere to Section 27 of the Bill of Rights provided by the Constitution of the 
Republic of South Africa, 1996 which entitles the same basic health services for all 
South African citizens, including non-citizens living in South Africa.  
• Show respect for diversity, and embrace it by being tolerant and accommodative to 
all patients they come into contact with in order to foster a culture of putting patients 
first. 
• Adhere to Batho Pele Principles in caring for patients by treating patients with 
courtesy and consideration in order to maintain their dignity. 
 
b) Uncaring behaviours by PHC professional nurses 
 
Objectives: 
• To address the uncaring behaviours by PHC professional nurses. 
• To encourage PHC professional nurses’ commitment to effectively caring for 
patients. 
• To promote professionalism and upholding ethical behaviours among PHC 
professional nurses. 
 
Actions: 
The PHC nurse manager  
• Uses a non-confrontational approach to behaviour modification in order to promote 
behaviour supported by the core values of professionalism, compassionate caring, 
excellence and integrity. 
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• Role models professional behaviour in order to help shape PHC professional 
nurses’ sense of passion and patient advocacy. 
• Acknowledges and corrects poor attitudes in a respectful and constructive manner 
in order to promote the normative part of being a nurse. 
 
The PHC professional nurses 
 
• Display a positive attitude and frequently smile to convey a friendly attitude in order 
to show a professional work ethic. 
• Show the moral imperative of commitment by providing care founded in altruism, 
sensitivity, support and interpersonal connection in order to protect the patient’s 
dignity. 
• Give information to patients as required by Batho Pele Principles with regard to 
expected waiting times and the shortage of medicines in order to show 
consideration of patients as valuable human beings. 
• Be motivated and work willingly while adhering to the Patients’ Rights Charter in 
order to fulfil patients’ rights, especially the rights to equality, dignity, life and access 
to healthcare. 
 
c) Absenteeism by PHC professional nurses 
 
Objectives: 
• To identify the root causes of absenteeism among PHC professional nurses and 
take appropriate action to reduce absenteeism. 
• To implement workplace policies that deal with absenteeism. 
 
Actions: 
The PHC nurse manager 
 
• Addresses PHC professional nurses’ concerns in order to increase their productivity 
and staff morale, which will result in decreased absenteeism. 
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• Establishes and implements an incentive plan in order to motivate and encourage 
good work attendance which may be affected by increased workloads, lack of 
functional medical equipment and shortage of PHC professional nurses. 
• Reinforces adherence to the conditions of employment, organisational policies and 
the employment contract by PHC professional nurses in order to reduce 
absenteeism.  
 
The PHC professional nurses 
 
• Create social support by establishing functional working relationships with 
colleagues in order to reduce absenteeism. 
• Take the initiative to abide by the organisational policies regarding work 
attendances and absenteeism. 
• Report to the PHC nurse manager if they are going to be absent in order him/her to 
know the number of staff who will be on duty. 
 
d) Language barriers  
 
Objectives: 
• To encourage effective communication between PHC professional nurses and 
patients to facilitate patients’ easy access to healthcare services. 
• To promote the patients’ confidence in accessing healthcare services when 
needed. 
• To make patients’ experiences in the PHC clinics pleasant. 
 
Actions: 
The PHC nurse manager 
 
• Encourages the PHC professional nurses’ efforts to communicate with patients who 
have limited English skills in order to reduce the patients’ fears, anticipation and 
experiences of judgement, stigma and discriminatory treatment, and to improve 
patients’ access to the PHC clinics. 
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The PHC professional nurses 
 
• Identify specific needs related to language when in contact with patients in order to 
look for assistance as cross-cultural communication can take more time to 
understand. 
• Determine the level of understanding of the local languages that can be used when 
consulting patients and agree with the patients on the language that will be used. 
• Practice reflective listening to check your own understanding of what has been said 
and if patients have fully understood you.  
• Encourage patients to ask for clarity in case they did not understand what was 
communicated to them. 
• Use pictures or diagrams to explain complicated concepts in order to get everyone 
to understand what was said and ensure that no information or instruction is missed 
due to a language barrier. 
• Be specific when communicating with patients by using simple language and 
explanations as different languages or accents sometimes make it difficult to 
understand what is being said. 
• Show respect for patients with language barriers by talking slower, instead of 
louder, clearly, instead of forcefully. 
• Utilise individuals who are bilingual to interpret for both PHC professional nurses 
and patients, with the consent of the patients. These individuals can be relatives, 
medical and non-medical staff. 
• Provide care that is patient-centred by partnering with patients and their families to 
ensure that healthcare decisions respect patients’ wants, needs and preferences, 
and confirm whether patients have the support they need to make decisions and 
participate in their own care. 
• Treat patients with dignity by showing positive attitudes and behaviours in order for 
patients to feel in control, valued, confident and able to make their own decisions. 
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e) Management not listening to PHC professional nurses 
 
Objectives: 
• To encourage the use of effective communication skills between PHC professional 
nurses and management in order to address concerns and avoid tensions. 
• To make PHC professional nurses feel supported and to feel that their voices are 
heard. 
 
Actions: 
The PHC nurse manager 
 
• Makes every attempt to listen to messages, evaluate gestures, facial expressions 
and tone of voice in order to understand what is being said. 
• Gives PHC professional nurses opportunities to voice their opinions in order to 
resolve problems or to prevent problems from developing. 
• Takes positive action regarding the voiced opinions in order to assure PHC 
professional nurses that their voices are heard, which will result in the development 
of trust in management. 
• Is supportive to PHC professional nurses by providing advice in matters relating to 
patients’ issues in order to ensure that the caring provided is within the ethical, 
professional and legal framework. 
 
The PHC professional nurses 
 
• Utilise the established channels of communication to convey a message to 
management in order to ensure that management considers the message relayed 
to them. 
• Follow organisational policies regarding communication with management in order 
to avoid conflict in the workplace. 
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5.2.2.4 Strategy 2.4: Addressing disempowering PHC clinic systems 
 
This strategy entailed addressing the disempowering PHC clinic systems, such as 
long queues of patients, which led to long waiting times, shortage of PHC professional 
nurses, shortage of medicines and other essential resources, as well as frustrations 
as patients are turned away from the PHC clinics. 
 
a) Long queues of patients – long waiting times 
 
Objectives: 
• To identify and use strategies that address long waiting times in the PHC clinics. 
• To make PHC professional nurses aware of policies on patients’ waiting times and 
promote the use of these policies. 
 
Actions: 
The PHC nurse manager 
 
• Reinforces the use of various strategies in queue management, such as triage and 
directing patients to relevant services to avoid them waiting in the queues.  
• Motivates for adequate resources and functional medical equipment in all the 
consulting rooms in order to prevent PHC professional nurses going from one room 
to the next looking for resources and functional medical equipment. 
 
The PHC professional nurses 
 
• Reduce patients’ long waiting times by using strategies such as triage and 
channelling those patients with minor illnesses to the designated fast-lanes 
provided by experienced PHC professional nurses. 
• Adhere to Batho Pele Principles by always informing patients of the estimated 
waiting times and explaining what is causing the delay in order to promote 
transparency. 
• Utilise the appointment and booking systems in order to avoid long waiting times 
due to long queues.  
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• Retrieve records of patients who have appointments at least 24 hours before the 
patient’s arrival at the PHC clinic, but also ensure that patients who do not have 
appointments are not delayed due to prioritisation of those who have appointments. 
• Be upfront with patients about delays when they arrive and offer a personal apology 
once treatment begins in order to alleviate frustration caused by long waiting times. 
 
b) Shortage of PHC professional nurses 
 
Objectives: 
• To motivate for the provision of adequate PHC professional nurses in the PHC 
clinics. 
• To identify and implement reward strategies for PHC professional nurses to keep 
them motivated and reduce staff turnover. 
 
Actions: 
The PHC nurse manager 
 
• Motivates for adequate staffing within the PHC clinics by writing requests to senior 
management for additional staff in order to enable PHC professional nurses to see 
that action is being taken to ensure adequate staffing levels. 
• Utilises different approaches to staffing and scheduling such as negotiating with 
PHC professional nurses to work some extra hours to finish the day’s patient load 
when there is a severe shortage on that day; in exchange for equivalent time off on 
a quieter day. 
 
The PHC professional nurses 
 
• Voice concerns regarding the shortage of PHC professional nurses and the 
difficulties experienced in effective caring for patients through the established 
channels of communication, such as meetings held with management. 
• Practice nursing care based on ethical principles with the available human 
resources in order to ensure all patients go back home having had the healthcare 
they needed. 
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c) Shortage of medicines and other essential resources 
 
Objectives: 
• To motivate for the purchase and maintenance of the necessary medical equipment 
and essential medicines in the PHC clinics. 
• To encourage PHC professional nurses to make effective use of the available 
resources. 
 
Actions: 
The PHC nurse manager 
 
• Motivates for the purchase and maintenance of medical equipment and essential 
medicines through communicating the need for such resources in meetings with 
senior management. 
• Supports PHC professional nurses in rendering effective caring with the available 
equipment by offering reassurance. 
 
The PHC professional nurses 
 
• Report medical equipment that is out of order and medicines that are out of stock 
timeously in order to enable the PHC nurse manager to take action in addressing 
the situation. 
 
d) Frustrations as patients are turned away from the PHC clinics 
 
Objectives: 
• To uphold PHC professional nurses’ ethical behaviours to avoid turning patients 
away. 
• To promote the availability of adequate essential medicines to avoid turning patients 
away due to a shortage of medicines.  
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Actions:  
The PHC nurse manager 
  
• Reinforces ethical behaviours among PHC professional nurses by placing greater 
responsibility on them to adhere and follow ethical principles while caring for 
patients. 
• Strives for the provision of patient-centred care that is responsive to the patients’ 
individual needs and preferences by ensuring the availability of essential medicines 
in the PHC clinics in order to enable patients to gain trust in the public healthcare 
services. 
 
The PHC professional nurses 
 
• Treat patients in a respectful manner that enables them to make informed choices 
by respecting their right to self-determination in order for the choices they make to 
reflect their personal beliefs, values and interests. 
• Show work motivation by doing more than is expected in caring for patients, being 
friendly and cheerful in order to do the best for patients. 
• Render care in association with Patients’ Rights Charter, enshrined in the 
Constitution of the Republic of South Africa, Act 108 of 1996, which emphasises 
the need for patient-centred care. 
• Work within the ambit of Batho Pele Principles introduced by the South African 
government, which serve as the caring ethos in the public sector in order to ensure 
accessibility and quality healthcare services are rendered to patients. 
• Treat patients in a compassionate manner by showing concern and interest in their 
welfare, which will enable patients to share more information about their symptoms, 
resulting in a more accurate understanding and diagnosis. 
• Show kindness by providing care that is based on humanity by focusing on the 
patient rather than on the tasks, which enables caring to become a sacred time with 
patients. 
• Practice caring that is attributed to the moral values and ethical standards of the 
nursing profession by attending to the patients’ health needs and do not turn them 
away. 
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5.2.3 Strategy 3: Assessing the achievement of effective caring for patients 
by PHC professional nurses 
 
This strategy entailed assessing the PHC professional nurses’ achievement of 
effectively caring for patients, and it occurred in the termination phase. The PHC nurse 
manager continued with the interactive role in facilitating effective caring for patients 
by PHC professional nurses. 
 
5.2.3.1 Strategy 3.1: Maintaining empowering experiences 
 
Objectives: 
• To determine actions taken towards the implementation of the described strategies 
to maintain empowering experiences. 
• To assess the alignment of the described strategies to the context of the PHC 
clinics. 
 
Actions: 
 
• Conduct feedback meetings with other PHC managers to assess the alignment of 
the described strategies to the context of the PHC clinics. 
• Conduct quarterly reviews to evaluate the extent and success in the implementation 
of the proposed strategies. 
• Conduct surveys by administering questionnaires to other PHC managers and PHC 
professional nurses to determine support for the proposed strategies. 
• Facilitate peer-assessments among PHC professional nurses in order to strengthen 
the culture of caring within the PHC clinics. 
• Develop a questionnaire based on evidence from literature and study findings to 
assess whether the empowering experiences are being maintained.  
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5.2.3.2  Strategy 3.2: Addressing disempowering experiences 
 
Objectives: 
• To identify if the described strategies were effective and have contributed towards 
addressing the disempowering experiences. 
• To identify measures taken to address the disempowering experiences in the PHC 
clinics.  
 
Actions: 
 
• Conduct focus group discussions and meetings with senior management and PHC 
professional nurses in order to engage them in sharing their views with regard to 
the proposed strategies. 
• Conduct patient satisfaction surveys in order to provide information on various 
aspects of quality and their experiences in the PHC clinics. 
• Compile a checklist based on the study findings on disempowering aspects of 
caring, which should be used by management to monitor and ensure progress in 
addressing the disempowering aspects of caring. 
 
5.3 FINDINGS OF EVALUATION OF STRATEGIES BY PHC PROFESSIONAL 
NURSES AND PHC NURSE MANAGERS 
 
5.3.1  Demographics of participants 
 
The demographics of participants who evaluated the strategies are reflected in Table 
5.2. 
 
Table 5.2: Demographics of participants in the evaluation of the strategies 
Participant Age Type of participant Experience 
#PN1 46 years PHC professional nurse 12 years 
#PN2 49 years PHC professional nurse 15 years 
#PN3 52 years PHC professional nurse 30 years 
#PN4 49 years PHC professional nurse 27 years 
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Participant Age Type of participant Experience 
#PN5 45 years PHC professional nurse 13 years 
#PN6 52 years PHC professional nurse 32 years 
#PN7 43 years PHC professional nurse 12 years 
#PN8 50 years PHC professional nurse 7 years 
#NM1 54 years PHC nurse manager 35 years 
#NM2 52 years PHC nurse manager 29 years 
#PN=Professional nurses 
#NM=Nurse manager 
 
5.3.2  Discussion of the findings 
 
Based on the feedback provided by participants on the evaluation of the strategies, 
three themes and eleven categories emerged during data analysis.  
 
Central storyline: Both the PHC nurse managers and PHC professional nurses gave 
positive feedback regarding the strategies. They viewed the described strategies as 
significant and effective in their nursing practice and in effectively caring for patients. 
The participants found the strategies worthwhile as they implemented them during 
their routine activities. Participants recommended and yearned for the strategies to be 
implemented in all the PHC clinics in their area in order to achieve effective caring for 
patients. 
 
A summary of the three themes and categories which emerged during data analysis 
of the feedback received from participants is provided in Table 5.3. 
 
Table 5.3: Summary of the feedback themes and categories 
Themes Categories 
5.4.1 Theme 1: Strategies focused on 
improving the healthcare system 
5.4.1.1 Strengthen working relationships 
between PHC professional 
nurses and PHC nurse 
managers 
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Themes Categories 
5.4.1.2 Improve and manage PHC 
professional nurses’ poor 
attitudes towards PHC nurse 
managers, patients and work 
5.4.1.3 Wellness clinics for PHC 
professional nurses 
5.4.1.4 Improvement in how PHC 
professional nurses perform 
duties and engage with each 
other 
5.4.2 Theme 2: Strategies that address 
essential functions of PHC 
professional nurses 
5.4.2.1 Back to basics – Batho Pele 
Principles, Patients’ Rights 
Charter 
5.4.2.2 Reinforcement of nursing ethics 
5.4.3 Theme 3: Strategies that address 
PHC professional nurses’ 
challenges 
5.4.3.1 Absenteeism 
5.4.3.2 Problems with patients from 
other countries 
5.4.3.3 Shortage of PHC professional 
nurses 
5.4.3.4 Lack of resources: medicines, 
functional medical equipment 
and ambulances 
5.4.3.5 Poor nurse-patient relationships 
 
As illustrated in Table 5.3, the three themes and eleven categories that emerged after 
data analysis were: In Theme 1, strategies focused on improving the healthcare 
system, and four categories emerged from the findings. In Theme 2, strategies 
address essential functions of PHC professional nurses, and two categories 
emerged from the findings. In Theme 3, strategies address PHC professional 
nurses’ challenges, and five categories emerged from the findings. 
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5.3.2.1 Theme 1: Strategies focused on improving the healthcare system 
 
In this theme, participants gave feedback about their views on the significance and 
effectiveness of the strategies and the need to maintain the strategies in order to 
improve the healthcare system. The strategies that focused on improving the 
healthcare system, as identified by participants, included: strengthen working 
relationships between PHC professional nurses and PHC nurses managers; improve 
and manage PHC professional nurses’ attitudes towards PHC nurse managers, 
patients and work; wellness clinics for PHC professional nurses; and improvement in 
how PHC professional nurses perform duties and engage with each other. 
 
a)  Category 1: Strengthen working relationships between PHC 
professional nurses and PHC nurse managers 
 
Participants expressed the value of the strategies on strengthening the working 
relationships between PHC professional nurses and the PHC nurse manager. Both 
categories of participants noted that maintaining the strategies can assist the PHC 
nurse managers in giving continuous feedback to PHC professional nurses. This was 
supported by the following quotations: 
 
“I agree with the strategies to improve healthcare systems. The strategies 
are well thought of and should be maintained, I would like to add on 
Strategy 1 which talks about ‘Strengthening working relationships between 
the PHC nurse and manager” (#PN1, 46 years old, 12 years’ experience) 
 
“The strengthening of the working relationships is a very good strategy 
which can also assist our managers to give us continuous feedback, on 
spot training, effective management of meetings and to use the line of 
communication” (#PN4, 49 years old, 27 years’ experience) 
 
“We as managers will learn to use our listening skills effectively, be good 
observers and act professionally. This will also assist us to allow 
professional nurses to raise their concerns, try to resolve the identified 
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problems in order to improve service delivery” (#NM1, 54 years old, 35 
years’ experience) 
 
Strengthening working relationships between PHC professional nurses and the PHC 
nurse manager was considered important by participants in the evaluation of the 
strategies. It was regarded as valuable to assist them in resolving the identified 
problems in the workplace, which will improve service delivery. 
 
White, et al. (2017:194) indicate that literature on ‘joint working’ has focused 
predominantly on the strategic level, which neglects the role of individual practitioners 
in putting ‘joined-up working’ into practice. In conceptualising the working relationships 
in social capital terms, White, et al. (2017:195) outline a framework describing the 
main dimensions of social capital, namely, cognitive, relational and structural social 
capital. Each dimension consists of different attributes as identified within this 
theoretical framework. The cognitive social capital reflects the shared understandings, 
values and beliefs with the development of links between individuals being dependent 
on a certain degree of shared understanding between them. Within the relational social 
capital, the characteristics of relationships, such as trust and cooperation, are 
represented. Further mention is made that individuals who trust each other are more 
likely to work together in a co-operative manner. The pattern of social connections 
between individuals, and individuals and groups are described by the structural social 
capital, which encourages the development of shared meanings and trusting 
relationships (White, et al. 2017:195). 
 
Lapeña-Moñux, et al. (2014:556) indicate that it has become ever more common to 
observe problems of labour dissatisfaction among hospital-nursing staff. The 
dissatisfaction is attributed, in part, to relationship problems and the absence of 
adequate communication, which encompasses active listening, empathy and 
authenticity. Thus, Lapeña-Moñux, et al. (2014:556) indicate that these skills would 
help express problems effectively and improve the working lives of professionals who 
work in hospitals every day. Communication between nurses and co-workers, in 
conjunction with good, interpersonal relationships and social interaction, are therefore 
considered indispensable conditions for feeling comfortable with one’s work. 
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In strengthening working relationships, managers should value the need for creating 
work environments which prioritise social support for professionals because such 
actions improve job performance and reduce stress levels. Therefore, the proper use 
of relationships, attitudes and skills facilitates and leads nursing professionals to have 
expectations of self-efficacy and creates workspaces that provide a favourable 
psychological climate of safety, trust, positivity and empathy among all (Lapeña-
Moñux, et al. 2014:556). 
 
According to Thulth and Sayej (2015:102), the primary factor in professional nurses’ 
satisfaction and loyalty to the workplace is their relationship with their immediate 
supervisor and the concern over their satisfaction. The quality of the relationship 
includes communication between managers and professional nurses. This does not 
only impact the nurses themselves but also organisational effectiveness by affecting 
productivity when management helps professional nurses feel engaged and offer them 
support in providing quality patient care (Thulth & Sayej, 2015:102). Chipeta, et al. 
(2016:2) highlight that poor or inefficient working relationships are associated with 
mistrust, chronic stress and dissatisfaction among nurses, which have a negative 
impact on organisational performance. Therefore, paying attention to positive working 
relationships becomes essential for the development of work environments with low 
staff burnout and reduced turnover. 
 
b)  Category 2: Improve and manage PHC professional nurses’ attitudes 
towards PHC nurse managers, patients and work 
 
Another barrier to the provision of effective caring for patients in this study was the 
poor attitudes by PHC professional nurses as expressed by participants. Therefore, 
participants yearned to maintain the strategies on improving and managing PHC 
professional nurses’ attitudes, which will lead to positive repercussions for the patients 
and all professionals. This was supported by the following quotations: 
 
“This will improve and manage nurses’ attitudes towards the manager and 
patients” (#PN1, 46 years old, 12 years’ experience) 
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“I think the bad attitudes from nurses towards patients will be addressed as 
well” (#PN2, 49 years old, 15 years’ experience) 
 
“As managers responsible for clinics, l think these strategies will assist us 
to correct the bad attitudes that our nurses have. Bad attitudes are a thing 
of the day, you know” (#NM2, 52 years old, 29 years’ experience) 
 
In the evaluation of the strategies, participants expressed the need to improve and 
manage PHC professional nurses’ attitudes towards the PHC nurse manager, patients 
and work as a crucial necessity. Negative attitudes by PHC professional nurses had a 
negative impact on effective caring for patients. Haskins, et al. (2016:31) indicate the 
importance for nurses to have positive attitudes towards patient care if good quality 
care is to be provided. Poor attitudes are associated with poor patient care, which 
could severely undermine the ability of the healthcare system to provide quality care 
and improved outcomes for patients. Haskins, et al. (2016:31) further mention that 
nurses need to have a positive attitude towards patients and patient care as the health 
workers’ attitudes affect behaviour, quality of care and health outcomes. Negative 
attitudes are also mentioned to affect the care of the elderly and other vulnerable 
patients. 
 
Terzioglu, et al. (2016:735) confirm that worker performance affects the success of an 
institution, while institutional factors, in turn, affect the performance of workers. In this 
regard, variables such as work-related stress, organisational culture, organisational 
justice and professional attitude may all affect employees’ performance. According to 
Terzioglu, et al. (2016:736), it therefore becomes important that the workplace should 
have a robust institutional culture and professional attitudes should be improved. 
 
Drahošová and Jarošová (2016:458) claim that while caring for patients, the attitude 
of the nurse directly affects a patient’s mood. According to Feghhi (2016:1012), some 
factors, such as the nurses’ attitudes, can have a negative role in the quality of care 
provided. Having a positive attitude is regarded as one of the main elements in 
providing any service. This makes it necessary for nurses to pay attention to their 
attitudes and behaviour towards patients. Haskins, et al. (2016:41) state that until 
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nurses’ poor attitudes are acknowledged and addressed, it will remain impossible to 
provide good quality nursing care to vulnerable patients attending public hospitals. 
 
c)  Category 3: Wellness clinics for PHC professional nurses 
 
In this category, some participants expressed the need for PHC professional nurses 
to attend wellness clinics to assist them in dealing with their various disempowering 
experiences, as illustrated by the following quotation: 
 
“If the PHC professional nurses can attend a Wellness Clinic as well, it will 
ease them from feeling a heavy burden and being impatient towards 
patients and other staff members. Caring is a continuous process that must 
be sustained through the well being of the nurses” (#PN1, 46 years old, 12 
years’ experience) 
 
The strategy on PHC professional nurses attending wellness clinics was considered 
important by some participants in order to promote PHC professional nurses’ 
wellbeing. This was recommended in the form of Employee Assistance Programmes 
(EAP), which would assist in providing counselling, debriefing and other activities to 
support those PHC professional nurses who find it difficult to deal with the 
disempowering experiences in the workplace. 
 
According to Perry, Lamont, Brunero, Gallagher and Duffield (2015:1), nursing is an 
emotionally demanding profession, and entails high risks of experiencing stress, 
anxiety, burnout and depression. Khamisa, Oldenburg, Peltzer and Ilic (2015:653) 
state that work-related stress, resulting from stressors such as high workloads as well 
as other issues like a lack of resources, have been found to be associated with poor 
job satisfaction. Deficiencies in nurses’ mental wellbeing are characterised by low 
vitality and are linked to low productivity, absenteeism and presenteeism. Norouzinia, 
et al. (2015:72) highlight the fact that stress, being overworked and lack of welfare 
facilities could decrease nurses’ satisfaction and the quality of healthcare provision. 
The performance and efficiency of health workers, which includes nurses (Kamati, et 
al. 2014:47), plays a critical role in the success of any healthcare system.  
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Perry, et al. (2015:1) point out that ensuring the health of nurses becomes important 
in order to safeguard the workforce supply. It is thus necessary for nurses and their 
managers to strive to create workplaces where working practices promote nurses’ 
health and wellbeing. Lapeña-Moñux, et al. (2014:556) indicate that managers must 
value working environments which prioritise social support for professionals, for such 
actions have a positive impact by improving job performance and reducing stress 
levels.  
 
d)  Category 4: Improvement in how PHC professional nurses perform 
duties and engage with each other 
 
Some participants indicated that they had seen some improvements in how they 
perform their duties and how they engage with each other since they started 
implementing the strategies in their workplace. Participants reported that most PHC 
professional nurses were observed to be trying to perform their duties better than 
before. This was illustrated by the following quotations: 
 
“Since we started using this strategy a few weeks ago in our clinic, l saw a 
bit of improvement in how we work, even how our manager communicates 
with us” (#PN2, 49 years old, 15 years’ experience) 
 
“Currently, l have seen a bit of improvement on how we perform our duties 
and the manner we engage with each other. Since we started with these 
strategies, l can tell you, the nurses are trying to do their bit, our manager 
is visible in the clinic, everyone is communicating well with each other, all 
those things are back on track” (#PN3, 52 years old, 30 years’ experience) 
“I like the strategy on good interpersonal relationships among colleagues, 
for those months that we were using it, it really assisted us to improve in 
our communication skills, we are now able to communicate effectively 
among ourselves in the clinic. Those who used to refuse to take instructions 
from our clinic manager, are now back on track because the committee that 
has been established observes on how we do things now and give report 
in our clinic meeting” (#PN5, 45 years old, 13 years’ experience) 
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“Ever since we started using the strategies, l think l do understand some of 
the policies a bit, previously l did not understand a thing. We now discuss 
these policies in our meetings, the application of the policies as well as the 
implications of lack of application. Let the committee continue with their job, 
maybe we will see another improvement in the future” (#PN7, 43 years old, 
12 years’ experience) 
 
“Most of the things that are mentioned in the strategies, most of us were 
doing it the wrong way, we did the opposite, now there is improvement” 
(#PN8, 50 years old, 7 years’ experience) 
 
Improvements in how they perform their duties and engage with each other were 
observed in the manner they communicate with each other. Some participants 
revealed that since they started using the strategies in their workplace, they have also 
established a quality assurance committee, which ensures that policies pertaining to 
the workplace are discussed during staff meetings.  
 
According to Thulth and Sayej (2015:102), the term ‘performance’ is used to focus 
attention on the total behaviour of a person, including his/her organisation, the use of 
specialised knowledge, his/her attitude acquired through training, as well as 
organisation and integration of practice. In this sense, performance-related behaviour 
is regarded to be directly associated with job tasks and the need to accomplish or 
achieve job objectives. 
 
5.3.2.2  Theme 2: Strategies that address essential functions of PHC 
professional nurses 
 
The second theme identified the strategies that address the essential functions of PHC 
professional nurses in order to achieve effective caring for patients in PHC clinics. 
Participants confirmed that engaging in certain functions that were regarded as 
essential in caring for patients resulted in effective caring for patients by PHC 
professional nurses. 
 
 221 
a)  Category 1: Back to basics – Batho Pele Principles, Patients’ Rights 
Charter 
 
The category ‘Back to basics – Batho Pele Principles and Patients’ Rights Charter’ 
emerged from the participants’ feedback, which they revealed to be essential in PHC 
professional nurses’ effectively caring of patients. This was supported by the following 
quotations: 
 
“The strategies are good for our clinics as the managers will be able to 
correct bad attitudes by reinforcing Batho Pele Principles amongst the 
nurses, to keep on reminding us of the organisational policies, the vision 
and the mission of the Department of Health (DoH)” (#PN3, 52 years old, 
30 years’ experience) 
 
“Since our clinic started piloting on these strategies, l think all of us are back 
on track, this helps us, to conduct ourselves in a professional manner, to 
have good interpersonal skills and to communicate effectively, l must say” 
(#PN4, 49 years old, 27 years’ experience) 
 
“This will help us to go back to the basics of our profession as our minister 
always say. We will treat patients with dignity, respect, maintain 
confidentiality and privacy, though sometimes we become frustrated with 
the lack of resources” (#PN5, 45 years old, 13 years’ experience) 
 
“The strategies will also remind us to apply the learned skills and 
knowledge, and to conduct ourselves in a professional manner. This will 
also remind us who we are because we seem to have forgotten who we 
are” (#PN7, 43 years old, 12 years’ experience) 
 
“These strategies are relevant to my work and profession, and this will thus 
help us to use the knowledge that we were taught at the college 
appropriately. This is what should happen when working with patients and 
with colleagues. These strategies are a real eye-opener to me because we 
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tend to take some things for grated, while those things mean a lot to our 
patients” (#PN8, 50 years old, 7 years’ experience) 
 
“These strategies will also assist us to guide our professional nurses to go 
back to the basics of our profession, to treat patients with dignity, respect 
and maintain privacy” (#NM1, 54 years old, 35 years’ experience) 
 
“We have worst challenges as l said, and this can only be achieved through 
the reinforcement of the Batho Pele Principles and the other legislative 
framework. We do have policies but sometimes we fail to reinforce them 
due to various challenges” (#NM2, 52 years old, 29 years’ experience) 
 
‘Back to basics – Batho Pele Principles and Patients’ Rights Charter’ were considered 
essential to remind PHC professional nurses of the various policies applicable to the 
workplace to treat patients with respect and dignity. Some participants revealed that 
the strategies were a real eye-opener as they took some things for granted in the 
workplace.  
 
According to Bartzak (2010:86), nursing seeks to ensure basic human care and 
decency, while the basic principles of human care suggest patients should not be 
harmed, judged or degraded during a hospital stay. Haskins, et al. (2016:32) indicate 
that nursing activities include protecting, promoting or improving health and abilities, 
preventing illness or injury, alleviating suffering, diagnosing, treating and advocating 
for the care of individuals, families and communities. In order to be in line with this, 
nurses are required to display attributes of respect, compassion, wisdom, sensitivity 
and care. On the other hand, nurses should promote healing, support development, 
minimise distress and suffering, and educate people to understand and cope with their 
illness and treatment (Haskins, et al. 2016:40). 
 
According to Drahošová and Jarošová (2016:457), basic caring behaviour has several 
important components: a positive greeting from the nurse, friendly behaviour, a 
pleasant tone of voice, and a smile. The authors (Drahošová & Jarošová, 2016:455) 
also claim that nurses act as advocates and guardians of patients’ rights; they consider 
care from the point of view of the patient and the situation in a broader context. In 
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rendering basic care to patients, nurses understand that protecting patients is 
regarded as preserving and bolstering the dignity of patients.  
 
b)  Reinforcement of nursing ethics 
 
Participants had positive feedback on the strategies of reinforcing nursing ethics as 
this will remind and guide them in effectively caring for patients. Some participants 
reported to have established ethics committees in the workplace to oversee the 
professional ethics among the PHC professional nurses, as illustrated by the following 
quotations: 
 
“We have also established an ethics committee in the clinics currently, and 
they will be able to oversee that we always abide to the professional ethics 
at all times and that we apply all the relevant Acts in provision of care to 
patients” (#PN4, 49 years old, 27 years’ experience) 
 
“The application of all the strategies will help us in the reinforcement of 
nursing ethics, and help us to understand the application of The Patients’ 
Rights Charter” (#PN7, 43 years old, 12 years’ experience) 
 
Reinforcement of nursing ethics was expressed by some participants as a means to 
help them in abiding by professional ethics at all times. Participants also indicated that 
implementing and maintaining the strategies will help them understand the application 
of The Patients’ Rights Charter, which is essential for effectively caring for patients. 
 
According to Mulaudzi, Mokoena and Troskie (2010:11), ethics has to do with doing 
good and avoiding harm. Nurses are in a position to take decisions that affect the lives 
of patients, and their feelings about what is right and what is wrong will affect these 
decisions. The good or harm of the nurses’ decisions will depend on the knowledge 
they have, as well as their professional values. The ethical principles in nursing 
indicate the things that should be done, and provide standards and principles to guide 
conduct in decision-making in the protection of human rights (Mulaudzi, et al. 
2010:12). Johansson and Wiklund-Gustin (2016:304) indicate that in healthcare, there 
is a demand for evidence-based care and for the implementation of research findings. 
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The theoretical and ethical foundation of nursing care characterise this demand and 
is based on caring science.  
 
According to Bartzak (2010:85), nurses who demonstrate a professional work ethic 
deliver a higher quality of care. Drahošová and Jarošová (2016:459) associate ethics 
in caring for patients as the moral and ethical starting-point of nursing and its 
foundations. Ethical foundations of nursing have been defined along a number of 
dimensions; for example, it is regarded as an interpersonal process based on 
professional growth, professional skills and sensitivity. Therefore, caring in the nursing 
profession is characterised by its moral side expressed by the internal attitude and the 
external actions of nurses. In particular, these two aspects are included in the concept 
of caring behaviour and are considered the moral components of nursing.  
 
According to Kovač (2014:671), all patients are guaranteed the universal and equal 
right to quality and continuous healthcare, suitable for their state of health, in 
accordance with generally accepted standards and ethical principles in the best 
interest of the patients and with respect to their personal views. Drahošová and 
Jarošová (2016:455) indicate that nurses consider themselves as guardians of 
patients, protecting them from suffering, respecting their psychological and physical 
disposition, and the extent to which they want to participate in their own care. The 
nursing profession therefore relies on professional integrity and a duty to care (Nash, 
Stuart-Hamilton & Mayer, 2014:58). 
 
5.3.2.3  Theme 3: Strategies that address PHC professional nurses’ challenges 
 
The third theme identified the strategies that address PHC professional nurses’ 
challenges. There were various strategies participants felt address the PHC 
professional nurses’ challenges in the PHC clinics. 
 
a)  Category 1: Absenteeism 
 
This category is based on participants’ comments on the strategy of dealing with PHC 
professional nurses’ absenteeism in the workplace. Participants expressed the need 
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to maintain this strategy as absenteeism has a negative effect in terms of the quality 
of care rendered to patients, illustrated as follows: 
 
“I was part of that group, l won’t say delinquent, but something like that 
because most of the time l would be absent for no reason. If what we are 
doing in our clinic now can be implemented in other clinics, l think our clinics 
will be a better place for us and for our patients” (#PN8, 50 years old, 7 
years’ experience) 
 
“We try our best, we will try to stick to the policies because these strategies 
speak about all what we are supposed to do. The one on absenteeism will 
assist us a lot because l will be able to apply the policy without fear or favour” 
(#NM1, 54 years old, 35 years’ experience) 
 
“Absenteeism is also rife among our nurses. l will use the strategies to 
remind our nurses to be professional. We will also keep on reminding them 
about the relevant organisational policies on absenteeism, and make sure 
that all of them know about these policies” (#NM2, 52 years old, 29 years’ 
experience) 
 
Being absent from work without a genuine reason, was revealed by some participants 
in this study to be delinquent behaviour that they used to engage in. Participants 
expressed that if the strategies to curb absenteeism can be implemented in all the 
PHC clinics, the PHC clinics will become a better place for them and for patients. 
 
According to Caroline (2015:76), absenteeism is a habitual pattern of absence from a 
duty or obligation, or not showing up for work. Absenteeism therefore signifies the 
intentional absence of an employee from work without any explanation, without 
authorisation. Absenteeism is also described as a breach of contract between an 
employer and employee. Caroline (2015:76) indicates that unexcused absences lower 
productivity, results in low morale and is an added stress for other employees. 
 
Absenteeism in a workforce is regarded as costly (Roos, 2017:247) as it costs 
organisations billions each year. As one of the barriers to effective caring for patients, 
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absenteeism also affects organisations in terms of the quality of services provided and 
the loss of income. Additional pressure is put on staff members who are at work. Some 
forms of occupational exposure, added stress due to staff shortages and high 
workloads, in addition to non-occupational risk factors, seem to have negative effects 
on healthcare workers.  
 
Often, employees resort to absenteeism, which is a way to withdraw temporarily from 
the stress of the work situation. Absenteeism frequently precedes resignation and 
turnover. By identifying the predisposing factors causing absenteeism in the 
healthcare services, it can assist management in selecting the appropriate strategies 
for reducing the rate of absenteeism (Roos, 2017:249). 
 
Caroline (2015:76) mentions the fact that absenteeism in the workplace affects both 
the employee and employer. As absenteeism could be an indication of managerial 
issues like toxic work environments, it is negatively associated or related to job 
satisfaction and commitment; especially satisfaction with the work itself. Absenteeism 
that is regarded or seen as ‘mildly deviant’ work behaviour should be checked 
(Caroline, 2015:80) and controlled since it can lead to more serious conflicts. In order 
to control absenteeism, organisations should put absence policies in place to check 
and control wilful employee absences (Caroline, 2015:81). 
 
b)  Category 2: Problems with patients from other countries 
 
In the evaluation of the strategies, participants revealed the need to maintain the 
strategy that deals with problems in terms of patients from other countries. Participants 
expressed the need to treat patients equally without any discrimination, hence, 
maintaining the strategies will encourage them to understand patients from other 
countries. These views are illustrated in the following quotations: 
 
“This will encourage us to understand patients from other nationalities or 
outside of our country, to treat them equally, and it will remind us of humanity 
and to treat all patients without discrimination” (#PN3, 52 years old, 30 
years’ experience) 
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“These strategies encourage us as professional nurses to even treat foreign 
patients with respect and dignity. Previously, I used to be impatient with all 
these patients, especially those coming from across our borders. They are 
so many that we become overwhelmed in the clinics because they come in 
numbers, but we will try to accommodate them” (#PN6, 52 years old, 32 
years’ experience) 
 
“The other thing that l would comment on is the problem of patients from 
across the country, the language barriers are a problem, even to me who is 
not working directly with patients on a daily basis. The recommendation that 
clinics need to have interpreters is a good one. How do l care for this patient 
if l cannot understand what they are saying? I think we should have such 
services in all our regions in order to improve on our services rendered to 
such patients” (#NM2, 52 years old, 29 years’ experience) 
 
Some participants had a problem with patients from other countries, which drew 
attention to the fact that many of these patients were not always well received by most 
PHC professional nurses in PHC clinics. Participants associated the problem with 
language barriers, overcrowding in the PHC clinics and depletion of medicines due to 
the high number of these foreign patients in the PHC clinics. According to Alm-
Pfrunder, Falk, Vicente and Lindström (2018:2), an aim when providing care in 
healthcare facilities is to achieve equal health care regardless of the patients’ gender, 
age or ethnicity. It is, however, noted that cultural diversity has advantages in society 
but can also present challenges for the healthcare system in many countries. The 
challenges are mainly regarded to be related to communication difficulties, cultural 
dissimilarities among registered nurses and the care seeker, who is the patient. 
Mulaudzi, et al. (2010:45) indicate that rights-based reasoning refers to the belief that 
there are some things that are a person’s just due. This implies that all people, even 
foreign patients, have the right to fair and impartial treatment. 
 
c)  Category 3: Shortage of PHC professional nurses 
 
The shortage of PHC professional nurses stood out as one of the barriers to providing 
effective caring for patients in the PHC clinics as expressed by participants in this 
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study. In evaluating the strategies, participants revealed that they would appreciate it 
if management can maintain the strategy that deals with addressing the shortage of 
PHC professional nurses in the PHC clinics. The following quotations verify the finding: 
 
“We are few in the clinics as professional nurses but if you look at what 
we’re doing in terms of all responsibilities, it’s too much for us. There are a 
lot of nurses who are not working, why not hire them, improve the salary 
scales as well, then you will see a lot of nurses who can be employed in our 
facilities. We will really appreciate if something can be done about this, l 
hope with these strategies, our managers will start doing something” (#PN6, 
52 years old, 32 years’ experience) 
 
“With the strategy on shortage of nurses, l think this will help resolve the 
problem we’re having in the clinics. Sometimes l do feel pity for our nurses 
as most of our clinics operate with a skeleton staff, l may call it. We don’t 
have enough nurses qualified in PHC, those that we train, resign after being 
trained” (#NM2, 52 years old, 29 years’ experience) 
 
Participants expressed that the strategy to resolve the problem of PHC professional 
nurse shortages in the PHC clinics will assist in the retention of staff. Participants 
also expressed that if their employer can improve the salary scales for PHC 
professional nurses, many of those who have left the nursing profession will come 
back and add to the number available. 
 
Igumbor, Davids, Nieuwoudt, Lee and Roomaney (2016:2) mention that although 
many nurses are needed for the overburdened healthcare system, the shortage of 
nurses continues to widen with increasing demand without a commensurable increase 
in the supply of trained nurses. Furthermore, Igumbor, et al. (2016:7) suggest that with 
a shortage of healthcare professionals within an overburdened system in South Africa, 
innovative strategies are necessary to catalyse health improvements in the country. 
The proposed human resource strategies need to focus more on nurses as they are 
the frontline healthcare professional in PHC settings in South Africa. Creative solutions 
to the problem of nurse shortages remain a priority. With public healthcare resources 
becoming increasingly limited, in part as a result of the provincial healthcare budget 
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cuts, the need for innovative strategies to maximise the effectiveness of the care 
delivered with the existing human resources becomes even more crucial (Igumbor, et 
al. 2016:2). 
 
Staff shortages (Thulth & Sayej, 2015:101) make it very difficult to provide a high 
standard of care. Such factors cause staff to increase their work hours during the 
week, which leads to psychological stress and physical exhaustion that results in 
improper performance. The shortage of nurses in the United States of America, as 
pointed out by Mehdaova (2017:1), has become critical; nurses are in high demand to 
care for patients with various chronic conditions. The current shortage of nurses also 
creates substantial difficulties for the delivery of safe and effective health care for 
patients across the nation, and creates serious challenges for healthcare providers. 
 
According to Awases, et al. (2013:1), professional nurses play a vital role in the 
provision of healthcare globally. Their performance links closely to the productivity and 
quality of care provided within healthcare organisations. Human resources for health 
are regarded as the most important asset of the healthcare system. Therefore, the 
quality, efficiency and equity of services depend on the availability of skilled, 
competent healthcare providers when and where they are needed. Awases, et al. 
(2013:1) further indicate that insufficient health personnel, in terms of numbers and 
performance levels, are regarded as a major constraint in achieving the Millennium 
Development Goals (MDG) for reducing poverty and diseases in many African 
countries. Improving the productivity and performance of healthcare workers in order 
to enhance efficiency in health interventions is also regarded as a major challenge for 
African countries. 
 
Haskins, et al. (2016:41) agree that the shortage of nurses is a problem within the 
South African healthcare system which contributes to poor patient care, poor staff 
morale and poor staff retention. It is therefore essential for managers to investigate 
staff shortages and review nurse-patient ratios. 
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d)  Category 4: Lack of resources: medicines, functional medical equipment 
and ambulances 
 
This category is based on the participants’ feedback on the strategy that deals with 
the lack of resources, such as medicines, functional medical equipment and 
ambulances. Participants expressed the need to present the strategies to senior 
management in order to motivate them to provide basic equipment in the PHC clinics. 
The following quotations verify the findings: 
 
“Our hands are tied as we don’t have the resources, budget has been cut. 
Every now and then when you request for resources, you will be told that 
there is no money to buy the resources” (#PN5, 45 years old, 13 years’ 
experience) 
 
“The issue on budget allocation, l think this affects us all. We are struggling 
with nearly everything, essential resources included, due to budget cuts but 
hopefully, it will be better in the next financial year” (#NM1, 54 years old, 35 
years’ experience) 
 
“We are overwhelmed about the various problems that are happening in 
our facilities, both emanating from the staff and from other things like 
shortage of resources. Shortage of medicines and the basic equipment, it 
becomes a problem to all of us if we do not have such things. I would 
recommend that these strategies be presented to our senior managers in 
the corporate office because sometimes they see us not performing, 
meanwhile it’s because of such problems. The problems with ambulances, 
l think this one needs urgent attention from our superiors. We don’t have 
ambulances, if the strategy on this point can include that if the municipality 
can by it’s own ambulances for the clinics, l think that will work better 
instead of relying on the provincial counterpart to provide us with such 
services.” (#NM2, 52 years old, 29 years’ experience) 
 
In this study, a lack of resources has been a major challenge in the delivery of 
healthcare services in the PHC clinics. Effective caring for patients is dependent on 
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the availability of essential resources and functional medical equipment. Participants 
indicate that the lack of medicines, ambulances and other essential resources in the 
PHC clinics pose serious barriers to accessible healthcare services for patients.  
 
Dookie and Singh (2012:2) mention that although the South African experience in 
implementing PHC does show some positive impact in terms of increased access in 
comparison to the apartheid health service delivery (pre-1994), various factors still 
limit access. Some of the gaps, such as resource constraints, are identified as barriers 
in the implementation and sustainability of district health services. MacPhee, et al. 
(2017:3) highlight that without resources and support to meet workload demands, 
nurses grow dissatisfied and emotionally exhausted. Awases, et al. (2013:6) regard 
the unavailability of equipment, the search for supplies, and having to wait for 
medicines as performance barriers for nurses. 
 
Perumal-Pillay and Suleman (2017:1) found that despite the fundamental right to 
health, access to essential medicines remains a challenge in developing countries. 
Essential medicines are regarded as those medicines that satisfy the priority 
healthcare needs of the population. The negative effect of the inadequate access to 
affordable essential medicines poses a challenge to achieving universal health 
coverage. In order to ensure universal access to medicines, South Africa has 
implemented a national medicines policy and national essential medicines list since 
1996. These are measures to ensure the availability of affordable generics and 
enhance their uptake in an effort to enhance universal access. The move to a single 
health system in South Africa in the form of National Health Insurance (NHI) financing 
is a strategy that supports the idea of universal health coverage. It is, therefore, a step 
towards attaining South African citizens’ right to health and medicines as set out in the 
Constitution of the Republic of South Africa (Perumal-Pillay & Suleman, 2017:2). 
Ambulance unreliability, on the other hand, results in delayed transfer in cases of 
complications, which leads to poor patient outcomes (Mgudlwa, Mavundla, Mbengo & 
Hofmeyer, 2017:166).  
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e)  Category 5: Poor nurse-patient relationships 
 
This category is based on participants’ feedback on the strategy that deals with 
managing the poor relationships between PHC professional nurses and patients. 
Participants motivate for the strategy to be maintained in order to improve the nurse-
patient relationships in the PHC clinics, as illustrated by the following quotations: 
 
“I think this will address the poor nurse-patient relationship as well because 
l have seen that nurses in the clinic are now trying to communicate well with 
patients. I hope we all maintain such an attitude where we communicate 
well with our patients, not just maintain such a thing now because of the 
study that is taking place in our clinic” (#PN2, 49 years old, 15 years’ 
experience) 
 
“The strategies will also help us to encourage patients to use our clinics that 
are accessible to them, without fear of being turned away. Previously, l was 
among those who will just turn patients away or talk to them in a manner l 
felt was appropriate for me at that time. I used to be unfriendly to patients, 
but now, l can confess that l was wrong and l won’t do it anymore” (#PN8, 
50 years old, 7 years’ experience) 
 
Using strategies that address the poor nurse-patient relationships had a positive effect 
among the PHC professional nurses in the PHC clinics where the study took place. 
Participants claimed to have noticed some improvement in the manner they relate to 
patients. Haskins, et al. (2014:32) maintain that caring is an important aspect in 
nursing. It is an interpersonal process characterised by expert nursing, interpersonal 
sensitivity and relationships. Emotional and technical aspects of caring also list 
attributes such as attitudes, actions, relationships and acceptance. Haskins, et al. 
(2016:32) further indicate that nurses have to form relationships within a sensitive and 
often chaotic context while upholding the ethical codes of the profession. 
 
According to Drahošová and Jarošová (2016:455), in caring for patients, nurses attach 
great importance to effective communication. This is associated with active listening, 
understanding and showing sensitivity towards patients. As caring is perceived as a 
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relationship between nurses and patients, nurses try to come to an individual 
understanding of each patient. Such an approach is associated with helping in the 
creation of mutually beneficial relationships. Patients are reported to feel the need for 
emotional support from nurses as they live under the constant stress of their life-
threatening illnesses. Further, patients are reported to appreciate it when they are 
listened to carefully, when they can speak about their problems and feelings, and when 
they are given hope during illnesses. In order for nurses to provide quality care to 
patients, an individual relationship between both parties, based on trust, is critical 
(Drahošová & Jarošová, 2016:457). 
 
Norouzinia, et al. (2015:72) indicate that given the direct relationship between nurses 
and patients, the image created by nurses affects their being accepted as professional 
staff. In caring for patients, nursing care (Johansson & Wiklund-Gustin, 2016:303) is 
guided by a value base focusing on promoting dignity and health by means of caring 
relationships. Caring encounters and supporting caring relationships have therefore 
been described as essential for recovery (Johansson & Wiklund-Gustin, 2016:304). 
While the quality of care in hospital settings is affected by the quality of technical care 
received (Edvardsson, et al. 2016:218), it is also affected by the interpersonal 
relationships, both patient-to-staff and staff-to-staff, and the quality of the practice 
environment. 
 
Schlagel and Jenko (2015:66) state that the theory of human caring as a nursing 
approach embodies a dynamic, transpersonal relationship between the nurse and the 
patient. Caring relationships invite genuine, authentic connection between the nurse 
and patients, and honour the holistic nature of humanity. The importance of presence 
in caring (O’Connor, 2017:348) is described as developing and sustaining a helping, 
trusting and authentic caring relationship. Schlagel and Jenko (2015:66) further 
indicate that transpersonal caring relationships require commitment and intentionality 
to discern and connect with the body-mind-spirit of others. Andersson, et al. (2015:2) 
also stress that in theory, caring is the innermost of nursing and comes about in a 
relationship between the patient and the care provider. 
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5.4  SUMMARY 
 
The purpose of this chapter was to describe strategies for PHC professional nurses 
effectively caring for patients in the PHC clinics. The strategies were described based 
on the extensive conceptualisation of the findings of Phase 2. An evaluation of the 
strategies was conducted by the researcher to assess participants’ views regarding 
the significance and effectiveness of the described strategies. The eight PHC 
professional nurses who participated in the study, as well as the two PHC nurse 
managers responsible for the two PHC clinics where the study took place, were invited 
to evaluate the strategies. Positive feedback was received from the participants, which 
emphasised the need to implement and maintain the described strategies in all the 
PHC clinics in the City of Ekurhuleni.  
 
From the feedback, three broad themes and eleven categories were identified during 
an analysis of the data. In Theme 1, strategies applicable to the healthcare system, 
four categories that focus on improving the healthcare system were identified: 
strengthening working relationships between PHC professional nurses and the PHC 
nurse manager; improve and manage PHC professional nurses’ attitudes towards the 
PHC nurse manager, patients and work; Wellness Clinics for PHC professional 
nurses; and improvement in how PHC professional nurses perform duties and engage 
with each other. 
 
The strategy on strengthening working relationships between PHC professional 
nurses and the PHC nurse manager was considered important as it promoted 
cooperation, shared meanings and the ability to communicate well with one another. 
 
As poor attitudes are associated with poor patient care, participants yearned for the 
implementation and maintenance of the strategy to improve and manage PHC 
professional nurses’ attitudes towards the PHC nurse manager, patients and work in 
all the PHC clinics. Improving and managing PHC professional nurses’ attitudes led to 
positive repercussions for patients and PHC professional nurses in PHC clinics. 
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The strategy on PHC professional nurses’ use of wellness clinics was considered 
critical by participants in order to assist PHC professional nurses in dealing with the 
various disempowering experiences and in promoting their health and wellbeing. 
 
Among the strategies applicable to the healthcare system, participants expressed 
some improvement in how PHC professional nurses perform duties and engage with 
each other. Participants gave feedback that the strategies gave them meaningful 
insight into the areas of practice where there is an improvement in the way they 
engage and communicate with each other. They also realise how they did things 
wrong in the workplace. 
 
In Theme 2, strategies address essential functions of PHC professional nurses, and 
two categories were identified: back to basics-Batho Pele Principles, Patients’ Rights 
Charter; and reinforcement of nursing ethics. Strategies that address essential 
functions of PHC professional nurses were regarded as vital to optimise and enhance 
effective caring for patients by PHC professional nurses. Participants were very 
explicit in their assertion that issues such as ‘Back to basics, adherence to Batho Pele 
Principles, Patients’ Rights Charter and reinforcement of nursing ethics’ are frequently 
overlooked in practice. In order to render effective caring or caring that is acceptable 
to patients, participants felt that there was a need to implement and maintain the 
strategies that address their essential functions. 
 
In Theme 3, strategies address PHC professional nurses’ challenges, and six 
categories were identified: absenteeism; problem of patients from other countries; 
shortage of PHC professional nurses; lack of resources-medicines, functional medical 
equipment and ambulances; poor nurse-patient relationships. These strategies point 
to the need for PHC professional nurses to addresses absenteeism, which had a 
negative effect on the organisation and on the quality of services rendered to patients. 
Implementation of the strategy assisted the PHC nurse managers in applying 
organisational policies with confidence. 
 
Patients from other countries were perceived as problems by PHC professional nurses 
as they experienced language barriers when caring for these patients. Patients from 
other countries were also associated with high workloads and depletion of medicines 
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in the PHC clinics. The strategy that deals with the ‘Problem of patients from other 
countries’ helped the PHC professional nurses to understand, accommodate and treat 
all patients without any form of discrimination. 
 
Shortage of PHC professional nurses was the greatest issue experienced in the PHC 
clinics in the City of Ekurhuleni, and was considered a barrier to effective caring for 
patients. Consequently, the shortage of PHC professional nurses was coupled with 
the lack of skilled and experienced personnel to implement the desired healthcare 
approach that would give practical meaning to the PHC approach. Participants 
revealed the need to implement and maintain the strategy, as well as improve the 
working conditions in the PHC clinics by improving salaries for PHC professional 
nurses. 
 
Lack of resources in terms of medicines, functional medical equipment and 
ambulances, which were associated with budget constraints, had a negative effect on 
service provision. Lack of medicines forced PHC professional nurses to prescribe 
inappropriately for the various categories of patients. Lack of functional medical 
equipment resulted in PHC professional nurses improvising in order to render effective 
caring for patients. The unavailability of ambulances caused a delay in transferring 
patients to the hospital. Participants felt a dire need to present the strategies to senior 
management, to pay urgent attention and to maintain the strategies in order to resolve 
these problems in the PHC clinics. 
 
Poor nurse-patient relationships limited the effectiveness of caring and the services 
rendered to patients. Participants felt that the strategy of dealing with poor nurse-
patient relationships helped them to improve in the manner in which they engage and 
communicate with patients. Improved or good nurse-patient relationships helped PHC 
professional nurses to promote patients’ health by providing care with respect and 
dignity.  
 
In the following chapter, the researcher will focus on the overview, conclusions, 
limitations and recommendations of the study. 
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CHAPTER SIX 
OVERVIEW, CONCLUSIONS, LIMITATIONS AND 
RECOMMENDATIONS 
 
6.1  INTRODUCTION 
 
In this chapter, an overview of the research study is provided, conclusions are drawn 
based on the study findings, limitations pertaining to the research study are described 
and recommendations are made based on the study findings. 
 
6.2  OVERVIEW OF THE RESEARCH PROCESS 
   
This research was motivated by personal observations that PHC professional nurses 
were lacking in a helping attitude and qualities of dedication in caring for patients in 
PHC clinics. The purpose of this study was to gain an understanding of PHC 
professional nurses’ and patients’ experiences of caring and to describe strategies to 
facilitate effective caring for patients by PHC professional nurses. The researcher 
explored and described PHC professional nurses’ and patients’ experiences of caring 
in the clinical situation.  
 
A qualitative, exploratory, descriptive and contextual research design was utilised. 
This study took place in four phases. In Phase 1, PHC professional nurses’ 
experiences of caring for patients were explored and described. Secondly, patients’ 
experiences of caring by PHC professional nurses were explored and described. The 
researcher determined the research sample through purposive sampling to select 
information-rich participants for the study. The study took place in two PHC clinics over 
a period of six months. The researcher served as the research tool who collected the 
research data. Interviews were conducted in quiet consulting rooms away from 
patients’ waiting areas on Friday afternoons when the PHC clinics were not busy. Prior 
to gaining entry into the research sites, the researcher negotiated with the authority of 
the health district for permission to conduct the study. Informed consent was given by 
all participants in the study.  
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The exploration and description of experiences of caring by PHC professional nurses 
and patients were achieved through the use of phenomenology. This assisted the 
researcher in gathering the participants’ experiences and describing them as they 
were lived by the participants. The researcher was further enabled to understand the 
participants’ lived experiences and interpret the meaning as described by the 
participants through the use of reflexivity. In-depth, individual, phenomenological 
interviews, observations and field notes were used to collect data. A single, broad, 
open-ended question was posed to participants during the interviews, which allowed 
them to share their views relatively unconstrained by the researcher’s perspective or 
past research findings.  
 
All interviews were audio recorded and transcribed verbatim during data analysis. The 
researcher became familiar with the research data through the process of reading and 
rereading the notes and transcripts, recalling observations and experiences and 
listening to the audio-recordings. Thematic analysis was used to identify typical 
responses. Units of meaning were illuminated and the identified topics were turned 
into main themes and categories. Through the process of data exploration, two themes 
were identified. The first theme was the empowering experiences of caring, and the 
second theme was the disempowering experiences of caring. Copies of the transcripts 
were sent to an independent coder who analysed them independently of the 
researcher. A consensus discussion was held between the researcher and the 
independent coder to discuss the final themes and categories following data analysis.  
 
In Phase 2, a conceptual framework was developed from the results in Phase 1. In 
developing of the conceptual framework to facilitate effective caring for patients by 
PHC professional nurses, the researcher engaged in conceptualisation to identify and 
clarify the concepts to be used in the study. The conceptual framework was developed 
from the researcher’s thinking map as illustrated in Figure 4.1 through identifying and 
defining concepts and proposing relationships between the concepts. The conceptual 
framework enabled the researcher to interpret and link the study findings to the body 
of knowledge, and to conceptualise these findings into practice. The conceptual 
framework used the six elements of Dickoff, et al’s. (1968:415-435) practice theory, 
as illustrated in Figure 4.2. The questions of the survey list were: Who is the agent?, 
Who is the recipient?, What is the context?, What is the procedure or process?, What 
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are the dynamics? and What is the purpose or outcome? The relationship between 
these concepts was described and discussed. 
 
The conceptual framework involved three phases: the relationship phase, the working 
phase and the termination phase. The relationship phase focused on building a 
functional working relationship between the PHC nurse manager and PHC 
professional nurses as they engaged in the process of facilitating effective caring for 
patients. The working phase focused on implementing the facilitation procedure, which 
was the activity of facilitating effective caring for patients by PHC professional nurses 
in the PHC clinics. Continuous interaction between the PHC nurse manager and PHC 
professional nurses was the basis of this phase. 
 
In Phase 3, the researcher described strategies to facilitate effective caring by PHC 
professional nurses in the PHC clinics based on the conceptual framework developed 
in Phase 2. Each strategy had aims and actions to achieve the objectives. Lastly, in 
Phase 4, the strategies were evaluated by PHC professional nurses and PHC nurse 
managers in a meeting convened by the researcher. 
 
6.3  CONCLUSIONS OF THE RESEARCH FINDINGS 
 
This study focused on describing strategies for PHC professional nurses to facilitate 
effective caring for patients in the PHC clinics. From the exploration of both PHC 
professional nurses’ and patients’ experiences of caring by PHC professional nurses 
in PHC clinics, the study findings provided insight into the experiences of caring for 
the two categories of participants. Some experiences were similar, and were regarded 
as enabling, while others were regarded as disenabling in rendering or accessing 
effective caring in the PHC clinics. Despite the basic human rights to healthcare for 
all, as contained in The Constitution of the Republic of South Africa (South Africa, 
1996), various factors still play a role and contribute to the hindering of attaining the 
standards for realising such basic human rights. 
 
In this section, the conclusions drawn from the research findings are presented. Based 
on the research objectives and the research question of this study: ‘What are your 
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experiences of caring for patients in your clinic?’, two themes emerged, and the 
following conclusions were arrived at: 
 
6.3.1  Phase 1: The exploration and description of experiences of caring by 
PHC professional nurses and patients 
 
The study was conducted through the exploration and description of participants’ 
experiences through in-depth, individual, phenomenological interviews. Participants 
were found to have empowering and disempowering experiences of caring. The 
empowering experiences enabled PHC professional nurses in effectively caring for 
patients, while the disempowering experiences played a role in the hindrance of 
effective caring for patients. The empowering experiences of caring for patients by 
PHC professional nurses were identified as being helpful and caring behaviours 
displayed by PHC professional nurses, teamwork, and effective communication 
experienced while caring for patients. Behaviours such as therapeutic use of self, 
coupled with an eagerness to work, motivated PHC professional nurses to offer 
valuable services while caring for patients. The support and appreciation by the 
management of the services rendered to patients also motivated PHC professional 
nurses to offer effective caring for patients. The appreciative behaviours displayed by 
patients enhanced a good feeling among PHC professional nurses, which in turn, 
enabled them to render effective caring for patients. 
 
Despite of the empowering experiences, various disempowering experiences, such as 
the constant shortage of medicines, lack of functional medical equipment and other 
essential resources, high patient workloads, shortage of PHC professional nurses, 
absenteeism, and lack of ambulances led PHC professional nurses to feel frustrated 
and unable to render effective caring for patients. Lack of functional medical 
equipment such as BP machines made PHC professional nurses wait long for patients 
whose vital signs were measured at a central area, resulting in long waiting times for 
patients. The shortage of medicines resulted in PHC professional nurses not being 
able to prescribe appropriate medicines or supply patients with a full month’s 
medicines. Because of the shortage of medicines, some patients were only given half 
of the month’s supply and they had to repeatedly come to the PHC clinics to collect 
their complete medications. Shortage of medicines also forced PHC professional 
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nurses to drive from one PHC clinic to the next asking for medicines before they 
started consultations with patients. 
 
Shortage of PHC professional nurses in the PHC clinics resulted in the use of 
inexperienced staff. Absenteeism and the number of resignations by PHC professional 
nurses compromised effective caring for patients. The unavailability of ambulances 
made PHC professional nurses reluctant in caring for seriously ill patients or those 
who needed to be transported to hospital by ambulance as the turnaround time for the 
ambulances was too long, or the ambulance did not come at all. Other disempowering 
experiences were the high patient workloads, which PHC professional nurses 
attributed to patients who were foreign nationals, therefore wishing them to go back to 
their countries. These patients were seen to be depleting the resources meant for the 
South African citizens in the PHC clinics. Another disempowering experience PHC 
professional nurses associated with caring for patients who were foreign nationals was 
the language barriers, which resulted in these patients being treated differently from 
other patients. 
 
Some patients had empowering experiences which they shared as their appreciation 
for the caring provided by PHC professional nurses. These patients acknowledged 
that PHC professional nurses showed them empathy even while working under 
pressure. Other patients shared their disempowering experiences, including that they 
had to come to the PHC clinics very early in the morning, endure long queues and 
long waiting times, then leave very late in the afternoon. Some patients felt that some 
PHC professional nurses’ attitudes were disrespectful and rude.  
 
6.3.2  Phase 2: Developing a conceptual framework for facilitating effective 
caring by PHC professional nurses 
 
The researcher developed a conceptual framework which used the six elements of the 
survey list of Dickoff, et al’s. practice theory. This served as a tool for connecting 
concepts to provide a context for interpreting the study findings. The conceptual 
framework was used to reflect the activities undertaken by the PHC nurse manager 
and PHC professional nurses in facilitating effective caring for patients. The 
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conceptual framework enabled the researcher to describe strategies to achieve the 
goal of facilitating effective caring for patients by PHC professional nurses. 
 
The conceptual framework had three phases: the relationship phase, the working 
phase and the termination phase. The relationship phase focused on building 
functional working relationship between the PHC nurse manager and the PHC 
professional nurses as they engaged in the process of facilitating effective caring for 
patients. In the relationship phase, the PHC nurse manager was in continuous 
interaction with PHC professional nurses to facilitate effective caring for patients. 
During the process of continuous interaction, the PHC nurse manager and PHC 
professional nurses shared their empowering and disempowering experiences.  
 
The working phase focused on the implementation of the facilitation procedure, which 
was the activity of facilitating effective caring for patients by PHC professional nurses. 
During the working phase, the PHC nurse manager engaged and empowered PHC 
professional nurses with the knowledge, skills and ideas necessary in the activity of 
effectively caring for patients. During the termination phase, the PHC nurse manager, 
as the primary agent, continued with the interactive role in facilitating effective caring 
for patients by PHC professional nurses. The PHC nurse manager, as a primary agent, 
was the key role player in facilitating the implementation of activities that enabled the 
delivery of effective caring for patients by PHC professional nurses. The activity of 
facilitation performed by the PHC nurse manager was achieved by guiding the PHC 
professional nurses in the PHC clinics in realising the nursing goals through 
empowerment and engagement. The aim was to enable PHC professional nurses to 
maintain empowering experiences and address their disempowering experiences. 
 
The PHC professional nurses served as secondary agents, which was another force 
required in enabling the facilitative role of the PHC nurse manager through 
implementing effective caring in their nursing practice. Acting as primary recipients, 
PHC professional nurses received support from the PHC nurse manager on 
maintaining the empowering experiences and addressing disempowering experiences 
to facilitate effective caring for patients. The dynamics, which were applicable to the 
PHC nurse manager, PHC professional nurses and the patients, served as the driving 
force or motivation to provide effective caring for patients. The PHC clinics served as 
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the context in which the study took place and where comprehensive PHC services 
were rendered to patients by the PHC professional nurses under the guidance of the 
PHC nurse manager. 
 
6.3.3  Phase 3: Description of strategies to facilitate effective caring by PHC 
professional nurses 
  
The researcher described strategies based on the findings of Phase 2, the 
conceptualisation of the findings, interpretation by the researcher and supported by 
the relevant literature. The practice theory of Dickoff, et al’s. survey list was adopted 
as an approach to give an image of reality. It was within the working phase that the 
PHC nurse manager and PHC professional nurses worked together, with the primary 
focus being the facilitation of effective caring for patients by PHC professional nurses. 
Strategy 1 was based on the relationship phase of the study. This strategy was 
concerned with strengthening the working relationship between the PHC nurse 
manager and PHC professional nurses. Strategy 2 was based on the working phase, 
which involved facilitating PHC professional nurses to provide effective caring for 
patients in the PHC clinics. Strategy 3 was based on the termination phase, which was 
the final activity of the process. As effective caring for patients was not a once-off 
event, the PHC nurse manager continued with the interactive role in facilitating 
effective caring for patients by PHC professional nurses. 
 
6.3.4  Phase 4: Evaluation of strategies with PHC professional nurses and PHC 
nurse managers 
 
Participants evaluated the strategies and gave written feedback. The positive 
feedback was that the strategies were good for their practice and should be maintained 
as there is some improvement in the way they do things in the PHC clinics. This 
influenced them to render effective caring for patients. The PHC nurse managers 
addressing the PHC professional nurses’ poor attitudes, reinforcing the various 
policies applicable to nursing practice and the workplace enabled them to improve 
their attitudes, and behave in an ethical and professional way. Use of the strategy on 
strengthening working relationships motivated the PHC professional nurses to 
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address poor communication with colleagues, and they learned that they have to 
communicate well with patients. 
 
Factors such as inadequate budget allocation resulted in a shortage of functional 
medical equipment and other essential resources. This led PHC professional nurses 
to raise concerns that the shortage of resources has a negative impact on effective 
caring for patients. Other factors such as shortage of medicines, lack of ambulances 
as well as the shortage of PHC professional nurses in the PHC clinics motivated the 
PHC nurse managers to acknowledge that they are faced with challenges that hinder 
effective caring for patients. The shortage of PHC professional nurses was attributed 
to high resignations due to low salaries and lack of incentives. The PHC professional 
nurses raised a concern that this should be addressed. Establishing various 
committees in the PHC clinics was recommended as this will serve as a watchdog to 
maintain their professional practice.  
 
6.4  LIMITATIONS OF THE STUDY 
 
The limitation of this study is that even though other categories of staff such as enrolled 
nurses were available in the PHC clinics, only PHC professional nurses were selected. 
The reason for only selecting PHC professional nurses to participate in the study being 
the in-depth exploration nature of the interviews to produce rich data for analysis. 
 
6.5  RECOMMENDATIONS FOR THE STUDY 
 
Recommendations for this study are based on the study findings and are divided into 
the sub-headings: recommendations for the implementation of the strategies to 
facilitate effective caring for patients by PHC professional nurses in the PHC clinics; 
recommendations pertaining to the research findings; and recommendations for 
further research in nursing. 
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6.5.1  Recommendations for the implementation of the strategies to facilitate 
effective caring for patients by PHC professional nurses in the PHC 
clinics 
 
In order to facilitate effective caring for patients by PHC professional nurses, it is 
recommended that the strategies outlined in Chapter Five be implemented in the PHC 
clinics. 
 
6.5.2  Recommendations pertaining to the research findings 
 
In view of the participants’ empowering and disempowering experiences in caring for 
patients, the following is recommended: 
 
6.5.2.1 Recommendations for the Department of Health 
 
The researcher recommends that the strategies be implemented to benefit the 
Department of Health by assisting senior management to acknowledge that although 
participants have empowering experiences, they do have disempowering experiences 
that affect effective caring for patients by PHC professional nurses in the PHC clinics.  
The strategies can assist the Department to enable effective caring for patients by 
ensuring the availability of ambulances to transport patients to hospitals; providing 
adequate functional medical equipment; and providing adequate medicines and other 
medical supplies. The strategies can assist the Department in understanding the need 
to provide adequate numbers of PHC professional nurses in the PHC clinics to 
facilitate effective caring for patients. The strategies can also assist the Department to 
establish clear disciplinary measures that can be instituted against those PHC 
professional nurses who breach the employer’s policies through absenteeism and 
turning patients away from the PHC clinics without any consultation. These measures 
can be institute as and when necessary. 
 
The strategies can assist the Department to ensure adequate budget allocation for all 
healthcare programmes, and review the allocated budget on a constant basis to 
ensure effective functioning of all PHC clinics. The strategies can assist the 
Department to review the salary scales of PHC professional nurses, and improve them 
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where necessary in order to curb the high rates of resignations. The strategies could 
assist the Department to realise the need for the availability of interpretation services 
in the PHC clinics. The strategies can further assist the Department to see the need 
to implement a standardised reward system to acknowledge and reward those PHC 
professional nurses with outstanding performance in caring for patients.  
 
6.5.2.2 Recommendations for the PHC nurse manager 
  
The researcher recommends that the strategies be used by PHC nurse managers to 
ensure compliance to The Constitution of the Republic of South Africa (South Africa,  
1996), regarding the provision of health care to patients; Patients’ Rights Charter; 
Batho Pele Principles and the Ethical Code of Conduct by PHC professional nurses. 
The researcher further recommends that PHC nurse managers should advocate for 
adequate budget allocation, coordinate the availability of functional medical equipment 
and other essential resources to enhance the provision of effective caring by PHC 
professional nurses. The strategies can be of great value when used by the PHC nurse 
managers as it will enable them to provide leadership, guidance and supervision to 
PHC professional nurses to ensure effective caring for patients. The strategies can 
assist in ensuring that PHC nurses managers participate in the development of 
institutional policies that will contribute to effective caring for patients in the PHC 
clinics. The strategies can be used by PHC nurse managers to ensure the availability 
of written, relevant and up-to-date protocols, guidelines, policies and procedures that 
guide and support PHC professional nurses in the PHC clinics. The strategies can 
also assist PHC nurse managers to take appropriate action, such as conducting in-
service trainings for PHC professional nurses to ensure that they understand the 
policies, procedures, legal, ethical and clinical implications of the relevant legislation 
in their workplace. 
  
6.5.2.3 The PHC professional nurses 
 
The researcher recommends the use of the strategies by PHC professional nurses to 
benefit them in effective management of the booking system to avoid overcrowding 
and long waiting times. The use of the described strategies can also be of value in 
assisting PHC professional nurses to adopt a respectful attitude and approach towards 
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patients; they can also practice fairness concerning the sequence in which patients 
are attended to. The strategies could assist PHC professional nurses to adhere to 
professional practice by displaying professional conduct through upholding of the 
values contained in the South African Nursing Council (South Africa, 2005) Ethical 
Code of Conduct. The strategies can also be of benefit in guiding PHC professional 
nurses to always function within the recognised or relevant legislation such as The 
Constitution of the Republic of South Africa, Patients’ Rights Charter and Batho Pele 
Principles. The strategies could assist PHC professional nurses to establish and 
sustain therapeutic relationships with patients, their families and the community. The 
strategies could assist PHC professional nurses to establish functional working 
relationships with colleagues, collaborate well with colleagues, utilise effective 
communication skills appropriate for interaction, and be a team player in order to 
provide effective caring for patients. The strategies could assist PHC professional 
nurses to demonstrate commitment to confidentiality and respect for diversity by 
consistently demonstrating positive attitudes, moral values and behaviours that 
resemble ethical practice. The strategies could be used to ensure understanding of 
the PHC clinic systems, the policies, procedures, guidelines and protocols; the 
knowledge can then be applied to enhance effective caring for patients.  
 
6.5.2.4 Recommendations for further research in nursing 
 
The researcher conducted this study with only PHC professional nurses, and therefore 
recommends that similar qualitative research be conducted with other categories of 
staff in PHC clinics to see if their experiences differ from those of PHC professional 
nurses. The researcher also recommends that further research that focus on the 
impact of the implementation of the strategies to facilitate effective caring for patients 
by PHC professional nurses in the PHC clinics be conducted. A study in Action 
Research can also assist in the development of curriculum for the training of nursing 
students in effective caring for patients. 
 
6.6  STRENGTHS OF THE STUDY 
 
The research design provided a platform for in-depth insight into the participants’ 
experiences at the selected PHC clinics in the Ekurhuleni Health District, Gauteng 
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Province, South Africa. Only people who had experiences of caring for patients in the 
PHC clinics were purposively selected to participate in the study to give valuable 
information regarding their experiences. The inductive nature of this study enabled the 
researcher to start with details of the participants’ experiences, and to move to the 
general view by taking particular ideas and expressing an overall general summary 
about the phenomenon. 
 
6.7  ORIGINAL CONTRIBUTION OF THE STUDY 
 
6.7.1 Nursing management 
 
The described strategies will assist PHC nurse managers in leading the PHC clinics 
with responsibility, while being accountable for PHC professional nurses’ effective 
caring for patients. The strategies will also assist the PHC nurse managers in taking 
suitable actions in developing policies that will promote and facilitate the provision of 
safe, appropriate, ethical and effective caring for patients. 
 
6.7.2  Community health nursing 
 
This study contributes to the body of knowledge and practice of Community Health 
Nursing. The described strategies will be used by both the PHC nurse managers and 
PHC professional nurses to facilitate effective caring for patients in the PHC clinics. In 
addition, the strategies will provide a comprehensive way in effective caring for 
patients by enabling PHC professional nurses to critically reflect on ethics and take 
moral decisions in caring for patients. The strategies will also assist PHC professional 
nurses to continuously refine and adapt their nursing practice to conform to the 
policies, procedures, standards and other legislation applicable to clinical nursing. 
 
6.7.3  Nursing education 
 
The described strategies add to the existing literature in nursing education, which can 
be used as part of the curriculum and clinical tools in the preparation of PHC 
professional nurses. The strategies can be used to promote critical thinking in the 
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nursing field, and the inclusion of the strategies in the nursing curriculum can create 
PHC professional nurses who can operate independently in their work environment. 
 
6.8  PERSONAL REFLECTIONS 
 
This research project was motivated by my personal interest in the need to address 
the challenges faced by PHC professional nurses in caring for patients within the PHC 
work environment. Working within the PHC clinic environment made me aware of the 
various challenges that caused frustrations among PHC professional nurses. 
Numerous factors and challenges ranging from budget constraints, inadequate human 
resources, lack of resources, and inadequate use of policies led me to engage in this 
study. Ideally, in order for PHC professional nurses to render effective caring for 
patients, adequate resources, budgets and support from management need to be in 
place. Observing the various challenges within the PHC clinic environment, which 
make healthcare facilities less ideal for rendering effective caring for patients, served 
as the driving forces for me to explore the PHC professional nurses’ experiences in 
order to come up with a possible solution. One way of studying the phenomenon was 
to focus on proposing and describing strategies to facilitate effective caring for patients 
by PHC professional nurses. Engaging in this study was a challenging and rigorous 
exercise but served as an eye-opener in the field of research. Nothing was left to luck 
as l had to continuously engage in critical thinking and consult various sources in order 
to succeed in the development of the conceptual framework and the description of the 
strategies. 
 
6.9 CONCLUSION 
 
The researcher focused on the overview of the research study, conclusions drawn 
from the study findings, limitations of the study, recommendations for the study, 
strengths of the study, and the original contributions of the study in this chapter. 
Recommendations were divided into three categories: recommendations for the 
implementations of the strategies to facilitate effective caring for patients by PHC 
professional nurses in the PHC clinics; recommendations pertaining to the research 
findings; and recommendations for further nursing research. The strengths of this 
research study were also outlined. 
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Appendix C: Research Study Information Letter (English) 
 
 
 
 
DEPARTMENT OF NURSING 
RESEARCH STUDY INFORMATION LETTER 
 
06 September 2016 
 
Good Day 
 
My name is Victoria Nesengani. I would like to invite you to participate in a research study on 
Strategies for professional nurses to facilitate caring of patients in the Primary Health Care clinics in 
Gauteng Province, South Africa. 
 
Before you decide on whether to participate, I would like to explain to you why the research is being 
done and what it will involve for you. I will go through the information letter with you and answer 
any questions you have. This should take about 10 to 20 minutes. The study is part of a research 
project being completed as a requirement for a Doctoral  Degree in Nursing, through the University of 
Johannesburg. 
 
The objective of this study is to gain understanding of professional nurses’ and patients’ experiences 
of caring and to develop strategies to facilitate caring by professional nurses. 
 
Below, I have compiled a set of questions and answers that I believe will assist you in understanding 
the relevant details of participation in this research study. Please read through these. If you have any 
further questions I will be happy to answer them for you. 
 
Do l have to take part? No, you don’t have to. It is up to you to decide to participate in the study. I 
will describe the study and go through this information sheet. If you agree to take part, I will then ask 
you to sign a consent form.  
 
What exactly will l be expected to do if l agree to participate? I will take you into a consulting room 
away from the patients’ waiting area, provide you with a chair to sit, and then explain to you about 
the study. You will sign a research consent form and I will then ask you one question that l want you 
to give me as more information as you can. I will ask you permission to tape the interview. Data will 
be processed anonymously where every precaution will be taken by the researcher to protect the 
privacy of each research participant and the confidentiality of their personal information. Data and 
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the master list of participants’ names and matching numbers will be kept in a locked cupboard in the 
researcher’s office where only the researcher and her supervisors will have access to the data. The list 
of the participants’ real names and the research data will be destroyed two years after the publication 
of the research. 
 
What will happen if l want to withdraw from the study? If you decide to participate, you are free to 
withdraw your consent at any time without giving a reason and without any consequences. If you wish 
to withdraw your consent, you must inform me as soon as possible. 
 
If l choose to participate, will there be any expenses for me, or payment due to me?  You will not be 
paid to participate in this study and you will not bear any expenses.  
 
Risks involved in participation: There will be no risks involved in participation in this study.  
 
Benefits involved in participation: You will receive no direct benefit in participating in this study. 
 
Will my participation in this study be kept confidential? Yes.  All data and back-ups thereof will be 
kept in password protected folders and/or locked away as applicable. Only I or my research supervisor 
will be authorised to use and/or disclose your anonymised information in connection with this 
research study. Any other person wishing to work with you anonymised information as part of the 
research process (e.g. an independent data coder) will be required to sign a confidentiality agreement 
before being allowed to do so. 
 
OR 
 
Will my taking part in this study be anonymous? Yes. Anonymous means that your personal details 
will not be recorded anywhere by me. As a result, it will not be possible for me or anyone else to 
identify your responses once these have been submitted. 
 
What will happen to the results of the research study? The results will be written into a research 
report that will be assessed. In some cases, results may also be published in a scientific journal. In 
either case, you will not be identifiable in any documents, reports or publications. You will be given 
access to the study results if you would like to see them, by contacting me.  
 
Who is organising and funding the study?  The study is being organised by me, under the guidance of 
my research supervisor at the Department of Nursing in the University of Johannesburg. This study 
has not received any funding. 
 
Who has reviewed and approved this study? Before this study was allowed to start, it was reviewed 
in order to protect your interests. This review was done first by the Department of Ekurhuleni Health 
Ethics Research Committee, and then secondly by the Faculty of Health Sciences Research Ethics 
Committee at the University of Johannesburg. In both cases, the study was approved. 
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What if there is a problem? If you have any concerns or complaints about this research study, its 
procedures or risks and benefits, you should ask me. You should contact me at any time if you feel 
you have any concerns about being a part of this study. My contact details are:  
 
 
 
Victoria Nesengani 
Cellphone number: 083 691 8831 
victorianesengani@yahoo.com 
 
You may also contact my research supervisor: 
Dr Charlene Downing 
charlened@uj.ac.za  
 
If you feel that any questions or complaints regarding your participation in this study have not been 
dealt with adequately, you may contact the Chairperson of the Faculty of Health Sciences Research 
Ethics Committee at the University of Johannesburg: 
 
Prof. Marie Poggenpoel 
Tel: 011 559-6686 
Email: mariep@uj.ac.za  
 
FURTHER INFORMATION AND CONTACT DETAILS: Should you wish to have more specific information 
about this research project information, have any questions, concerns or complaints about this 
research study, its procedures, risks and benefits, you should communicate with me using any of the 
contact details given above. 
 
 
Researcher: 
 
Victoria Nesengani 
<T.V. Nesengani> 
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Appendix D: Research Consent Form (English) 
 
 
 
DEPARTMENT OF NURSING 
RESEARCH CONSENT FORM 
 
Strategies for professional nurses to facilitate caring of patients in the Primary Health Care clinics 
in Gauteng Province, South Africa 
 
Please initial each box below: 
 
 
       I confirm that I have read and understand the information letter dated 06 September 2016 
for the above study. I have had the opportunity to consider the information, ask questions and have 
had these answered satisfactorily. 
 
 
                    I understand that my participation is voluntary and that I am free to withdraw from this 
study at any time without giving any reason and without any consequences to me. 
 
 
      I agree to take part in the above study. 
 
 
 
 
 
_______________________       ___________________________________  ________________ 
Name of Participant        Signature of Participant     Date 
 
 
 
Victoria Nesengani 
_______________________      ___________________________________ ________________ 
Name of Researcher       Signature of Researcher   Date 
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Appendix E: Research Consent Form for Interviews to be Audio-
taped (English) 
 
 
DEPARTMENT OF NURSING 
RESEARCH CONSENT FORM OR INTERVIEWS TO BE AUDIO-TAPED 
 
Strategies for professional nurses to facilitate caring of patients in the Primary Health Care clinics 
in Gauteng Province, South Africa   
 
Please initial each box below: 
 
 
       I hereby give consent for my interview, conducted as part of the above study, to be audio-
taped. 
 
 
                    I understand that my personal details and identifying data will be changed in order to 
protect my identity. The audio tapes used for recording my interview will be destroyed two years after 
publication of the research. 
 
 
      I have read this consent form and have been given the opportunity to ask questions. 
 
 
 
 
 
_______________________       ___________________________________  ________________ 
Name of Participant        Signature of Participant     Date 
 
 
 
 
Victoria Nesengani         _____________________________  ________________ 
Name of Researcher       Signature of Researcher   Date 
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Appendix F: Research Study Information Letter (IsiZulu) 
 
 
 
DEPARTMENT OF NURSING 
RESEARCH STUDY INFORMATION LETTER 
 
06 September 2016 
 
Sawubona  
 
Igama lami ngu Victoria Nesengani, ngithanda u kukumema ukuthi uhlanganyele nami kucwaningo 
lweze mfundo  Strategies for professional nurses to facilitate caring of patients in the Primary Health 
Care clinics in Gauteng Province, South Africa. 
 
Ngaphambi kokuthi uthathe isinqumo sokuba uhlanganele nami, ngithanda ukuku chazela isizathu 
salolucwaningo lwami nokuthi wena uzongena kuphi. Ngizokufundela lencwadi mayelana nayo 
yonke imininingwani ngiphinde ngiphendule imibuzo yakho. Lokhu kuzo thatha imizuzu engu 10 kuya 
ku 20. Lolucwaningo luyingxenye yocwaningo oluphethwe ngesivumelwano se Doctoral Degree in 
Nursing nge nyuvesi ya Johannesburg. 
 
Ukubaluleka kwalocwaningo ukuthola ulwazi ngo nesi kanye nezigulane ngokunakekela kanye futhi 
nokuza kwemibono emisha ngokunakekela emisebenzini yabo. 
 
Ngaphansi, ngenze imibuzo nezimpendulo engicabanga ukuthi zizokupha incazelo mayelana nale 
mininingwano yokuhlanganyela kucwaningo lwemfundo. Ngicela ukuba ufunde ulizwisise. Uma ngabe 
unemibuzo ngingajabula ukuyi phendula yonke. 
 
Ngiphoqelekile ukuba yilungu na? Cha, awuphoqhelwanga.  Kuphuma kuwe ukuba yingxenye yalo 
mfundo. Ngizoku chazela ngemfundo no lwazi oluqukethwe. Uma ngabe uvuma ukuba yilungu, ngizo 
cela ukuthi usayine incwadi yesivumelwano. 
 
Ku fanele ngilindele ini uma ngithatha lesinqumo? Ngizokuthatha ngikuyise egumbini lezigulane, 
kude nalabalinda khona, ngizakunika isihlalo uhlale, ngikuchazele ngesifundo. Ngizokucela imvumo 
yokuqhopha amazwi. Uzacikica amaphepha wokuhlola okanye futhi ngikubuze imibuzo emibili nje. 
Kulokho ngizothanda unginike ulwazi onalo kukho konke okwaziyo. 
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Kuzokwenzakalani uma ngifuna ukuphuma kulezi zimfundo?  Uma ufuna ukuba yilungu, uvumelekile 
ukuphuma noma ngasiphi isikhathi noma ungena sizathu akunamibandela. Uma ucabanga ukuphuma 
ngicela ungazise kusenesikhathi. 
 
Uma ngifuna ukuba yilungu, ngabe kukhona okufanele ngiku khokhele noma engikhokhelwa kona? 
Awuzuku khokhelwa ukuba yilungu lwayesifundo, awuzu kuba nesikoloto. 
 
Ingcuphe eyenzekayo okungeneleni: Akukho inkinga ozohlangabezana nayo ma ungenele lemfundo. 
 
Ngizuzani ukuba yilungu? lmibono emisha izatholakala kulokhu emisebenzini yonesi okanye futhi 
uzonika izinhloli amakhono amasha kuyona lomkhakha yonesi. Kuze namakhono ancono konesi 
kulokhu abakwenzayo. 
 
Kungabe ukungenelwa kwami kulemfundo kuzo gcinwa yimfihlo?  Yebo. Amagama kulencwadi 
yemibuzo izosuswa uma uphenyo luqala. Lonke ulwazi olugciniwe lizogcinwa yimina noma umphathi 
wocwaningo abavumelekile noma ukukhipha imfihlakalo yemininingwane yalezi mfundo. Noma 
uvumelekile ofisayo ukusebenza ngolwazi lwakho oliyimfihlo okumayelana no ncwaningo. (e.g. 
umhloli wezimfundo) kuzodingeka ukuba asayine isivumelwano semfihlo ngamphambi kukoqhubeka. 
 
OR 
 
Ngingalithatha ithuba lokufunda kube yimfihlo? Yebo. Imfihlo angivumelekanga ukuyikhipha 
kangangoba noma ubani akavunyelwe ukufanisa izimpendulo uma siwuzithumele. 
 
Kuzokwenzakalani ngemiphumela yocwaningo lwemfundo? Imiphumela izobhalwa kucwaningo 
lokuhlolwa. Kwezinye izimo imiphumela izobhalwa kuzincwadi zo chwepheshe, kwezinye izimo ngeke 
waziwe kwezinye izwncwadi. Uzonikwa ithuba loku bona imiphumela uma ngabe ufisa ukuyibona 
ngoku xhumana nami, ungayibona. 
 
Ubani ohlanganisa nobhadalele izimfundo? Izimfundo zihlanganisiwe yimina no mphathi 
wocwaningo womphathi wami wesifundazwe se Department ya Nursing okwesibili yenzwe ngabezi 
sifundazwe bezempilo nekomidi yekuqondisa yase Nyuvesi yase Johannesburg. Lezimfundo 
azixhaswanga. 
 
Ivunywe futhi ihlolwe ngubani locwaningo? Ngaphambi kokuba locwaningo luqale, luhlolisisiwe, 
ukuvikela amalungelo akho. Ukuhlwa kokuqala lenziwe esifundazwesi sase Ekurhuleni Health 
Research Ethics Committee, nange Faculty of Health Sciences Research Ethics Committee eNyuvesi 
yase Johannesburg. Lonke icwaningo luvunyelwe. 
 
Kuzakwenzakalani umakuvela izinkinga? Uma unokungabaza okanye ukukhononda ngalolucwaningo 
nangezinhloli, kanye nobungozi mayelana nalolucwaningo ngicela ungithinte ngqo ubuze mina.  
Kumele uxhumane nami uma uhlangabezana nezinkinga ngokubamba iqhaza kulocwaningo. 
Imininingwane yami nansi: 
 
Victoria Nesengani 
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Cellphone Number: 083 691 8831 
victorianesengani@yahoo.com 
 
Ungaxhumana nomphathi wami kulolucwaningo: 
Dr Charlene Downing 
charlened@uj.ac.za  
 
Uma uzizwa ngathi imibuzo nezikhalazo zakho mayelana nokuba yilungu kulolucwaningo 
ezingahambanga ngendlela, ungaxhumana nosihlalo egumbini lwezempilo zocwaningo wezempilo 
nabaqondisi ku Faculty of Health Sciences Research Ethics Committee base Nyuvesi yase 
Johannesburg: 
 
Prof. Marie Poggenpoel 
Tel: 011 559-6686 
Email: mariep@uj.ac.za  
 
Okuphambili ngemininingwane yami : Uma ufisa ukuba nolwazi olujilile mayelana nalolucwaningo, 
okanye uma unemibuzo, okanye uma ungabaza okanye uphatheke kabi ngalolucwaningo, ngemigomo 
nangolokhu okutholayo kuzamele uxhumane nami ngemininingwane onikwe yona ngaphezulu. 
 
Umcwaningi: 
 
Victoria Nesengani 
<V. Nesengani> 
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Appendix G: Research Consent Form for Interviews to be Audio-
taped (IsiZulu) 
 
 
DEPARTMENT OF NURSING 
RESEARCH CONSENT FORM OR INTERVIEWS TO BE AUDIO-TAPED 
 
Strategies for professional nurses to facilitate caring of patients in the Primary Health Care clinics 
in Gauteng Province, South Africa 
 
Ngicela ufake amagama akho okuqala emabokisini phansi: 
 
 
       Mina ngikupha imvumo yokuthi uqhobe lengxoxo engiyohlomwa yona ngendlela 
engaphezulu ingahlonywa kumsakaza omncane. 
 
 
                   Ngiyakwazi ukuthi imininingwane yami ephathelane ngami izawushintswa ukuvikela 
ubumina bami. Umsakazo omncane uzasetshenziswa ukubuza imibuzo uzabhidlisa emva 
kweminyaka emibili uma sekuqediwe ukuhlolwa.  
 
 
     Ngifundile futhi siyavumelana ngemininingwane nganikwa nethuba lokubuza imibuzo.  
 
 
 
 
 
_______________________       ___________________________________  ________________ 
Igama lomuntu ocwaningwayo          Ukucikica komuntu ocwaningwayo        Ilanga 
 
 
 
 
_______________________      ___________________________________ ________________ 
Igama lomcwaningi        Ukucikica kwamcwaningi                   Ilanga 
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Appendix H: Research Consent Form (IsiZulu) 
 
 
 
DEPARTMENT OF NURSING 
RESEARCH CONSENT FORM 
 
Strategies for professional nurses to facilitate caring of patients in the Primary Health Care clinics 
in Gauteng Province, South Africa 
 
Ngicela ufake amagama akho okuqala ebokisini ngaphansi: 
 
 
      Mina nginesiqhinisekiso sokuthi ngifundile ngabe ngaqondisisa umlayezo wencwadi ngezi 
06 September 2016. Kulokhu okunga phezulu kokufunda, ngibenalo ithuba lokucwaninga umlayezo, 
ngibuze imibuzo futhi ngiphendule imibuzo ngokugculiseka.  
 
 
                    Ngiyezwisisa ukuthi ngiyazinikela ukuba kulocwaningo futhi nginalo ithuba lokuhoxha 
kulolucwaningo ngaphandle kokukhipha isizathu futhi kungabi nesono kumina. 
 
 
     Ngiyavuma ukubamba iqhaza kulolucwaningo olungaphezulu.  
 
 
 
 
 
_______________________       ___________________________________  ________________ 
Igama lomuntu ocwaningwayo             Ukucikica komuntu ocwaningwayo                   Ilanga 
 
 
 
 
_______________________      ___________________________________ ________________ 
Igama lomcwaningi                     Ukucikica komcwaningi                     Ilanga  
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Appendix I: Request for Permission to Conduct a Research Study 
 
1084 African Morning Dove 
Glen Eagle Estate 
Kempton Park 
1630 
06 September 2016 
 
To: The Head of Department/Health Research Committee 
Ekurhuleni Metropolitan Municipality (Health Department) 
Alwyn Taljaard Street 
Alberton  
1450 
 
Dear Sir 
REQUEST FOR PERMISSION TO CONDUCT A RESEARCH STUDY 
I, Tintswalo Victoria Nesengani, hereby write this letter to request permission to 
conduct a research study in the Ekurhuleni Metropolitan Municipality clinics. I am 
currently a Doctoral student in Health Sciences (Nursing) at the University of 
Johannesburg (UJ). My research topic is titled: “Strategies for professional nurses 
to facilitate caring of patients in the Primary Health Care clinics in Gauteng 
Province, South Africa”, under the supervision of Dr Charlené Downing, Dr Chris 
Stein and Prof Marie Poggenpoel of the Department of Health Sciences (Nursing) at 
the above-mentioned university. 
The purpose of the study is to gain understanding of professional nurses’ and patients’ 
experiences of caring, and to develop strategies to facilitate caring by professional 
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nurses. In order to complete this study, l need to conduct individual, in-depth 
phenomenological interviews to patients and professional nurses in the Ekurhuleni 
Metropolitan Municipality clinics. All the participants will be given information regarding 
the study, and they will give informed consent through signing of the consent forms. 
If approval is granted, the researcher will conduct the interviews in the clinics, over a 
three months period (January-March 2017). The study results will be collated for the 
thesis project and individual results of this study will remain confidential and 
anonymous. Should the study be published, only the collated results will be 
documented.  
Your approval to conduct this study will be greatly appreciated. If permission is 
granted, please submit a signed letter of permission on your institution’s letterhead 
acknowledging your consent and permission for me to conduct this study in your 
clinics. 
 
Thanking you in advance. 
 
Yours Faithfully 
TV Nesengani (Researcher) 
Cellphone Number : 083 691 8831 
Tel Number: 011 999 4069 
Email Address: victorianesengani@yahoo.com or                         
Victoria.Nesengani@ekurhuleni.gov.za  
 
Supervisor: Dr Charlené Downing 
Tel Number: 011 559 6994 
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Appendix J: Example of a Primary Health Care Professional 
Nurse’s Interview 
 
Interview 1: Strategies for professional nurses to facilitate effective caring for 
patients in the Ekurhuleni Health District, Gauteng Province, South Africa 
Date: 31 March 2017 
Duration of the interview: 50 Minutes: 22 Seconds 
 
KEY:  
Researcher (R) 
Participant (#PN) 
 
R: Good afternoon Sister! 
PN: “Good afternoon Mam”  
R: Please tell me: ‘What are your experiences of caring for patients in your clinic?” 
#PN: “My experience of caring for patients in this clinic, firstly when l started working 
here, it was not that well as l was working in the clinic for the first time after qualifying 
as a professional nurse. The first experience which l can consider to have been 
traumatic for me was being given a consulting room to work on my own without the 
relevant experience required. The patients were very much unappreciative as well, 
especially those with chronic conditions because they were so much used to the clinic 
environment and it’s staff as they came to collect their treatments on a regular basis. 
Some even considered me still as a student because l did not have the maroon 
epaulettes. Some of those patients on chronic medication, when l gave them their 
monthly supply, they would go to the sisters and try to check if l gave them the correct 
treatment, especially if the packaging has changed. As time went by, they got used to 
me but l could see that others were still doubtful about my capabilities. This continued 
until l got used to the situation. You know, when you arrive in the morning the clinic is 
already full of patients, which does not even give nurses time to prepare themselves 
well to start working. This frustrated me as well l did not understand all what was 
supposed to be done with such a number of patients. During my first three months, l 
felt like l could go back and work at the hospital because l knew a lot of logistics of 
working in the ward. Here, as you come into the clinic, patients are already 
complaining that you are late, indicating they have been at the clinic since 05:00 in the 
morning. As you go down the passage into your consulting room, most of the patients 
would indicate that we should hurry up because it’s long that they were waiting while 
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we were still sleeping. This type of attitude really upset me, l felt working in the hospital 
was much better than working in the clinic. As l thought of going back to the hospital, 
l also felt discouraged because l would go and work night duty and over weekends, 
which is not applicable to the clinic. I tried to get my feet on the ground by learning a 
lot of things from the sisters who were long in the clinic. I did not know much, l had to 
frequently go to other rooms to ask about patients’ conditions, which l think it was a bit 
difficult for me to care for patients properly that time. From a personal point of view, l 
consider caring as the way that l expect to be treated. In this manner, when caring for 
my patients, l try to be cautious, l try to be friendly and l always try to be kind, try to 
always have a smiling face. I try to focus on my duty as a nurse because these patients 
always complain, especially in these clinics which are located in town or in the 
suburbs. Also from my colleagues’ side, most of my colleagues are very positive 
towards our patients, they are caring and kind, there can be one or two individuals at 
times who lack in some aspect of caring, but in general, l feel that our patients are well 
cared for. Most of our patients appreciate the care that we provide to them, though 
there can be one or two patients on a while who might not be happy about some aspect 
of care that we render, but otherwise, according to my view, majority of them are 
happy”.  
R: What makes you think that your patients are happy about your caring? 
#PN: “According to the surveys which were conducted in our clinics in 2016 and the 
beginning of this year, our clinic was rated very high in the aspect of the care rendered, 
l think it was over 80%, so l think we are trying our best in caring for our patients though 
sometimes we experience some challenges which hinder us from caring for our 
patients. Some of the challenges that we go through is the human resource problem. 
I feel that some of the times we don’t have enough nurses to cater for the specialised 
services. If l can give you an example, when it comes to Ante Natal Care, there are a 
lot of things that need to be done. There are papers that need to be completed, so, l 
feel that one nurse alone tackling that department is a bit over whelming, but most of 
our services are covered (smiling). You find that nurses come and go because of the 
workload, they resign in numbers because there is too much to be done in a clinic set 
up while the nurses are few. We try and sacrifice even our lunch breaks at times 
because immediately you stay long, your patients will still be waiting for you. All the 
nurses try to push their queues as fast as possible, but this brings burnout because 
you are forever working with patients, there is no rest. Most of our patients are 
appreciative of our services, especially the elderly. Even in the suggestion box or the 
complaint box, we get a lot of compliments to say they are happy with our service. 
Others do phone our manager to compliment the staff, during Christmas time, others 
do bake cakes and bring them for us in the clinic, so, in that manner, l can say our 
patients are happy. I remember one time, there was a podiatrist who was working 
here, he would treat the patients’ feet, cut their nails and do all these sort of things 
which was relevant to foot care. Our patients used to like him a lot, when he left, our 
complaint box was full of complaints indicating that they are not happy that he left, 
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they asked why our employer expelled him while he was doing such a good job. Even 
if we try to explain that he got another job, they would not accept it” 
R: How is caring for patients in your clinic? 
#PN: “You know sister, we try our level best. Despite our clinic being forever full, we 
try our best. We once had an old sister who used to challenge us a lot in the manner 
she used to care for patients. When we would come at 07:45 because our clinic start 
operating at 08:00, she would already be there. She started working at 07:00 and 
indicated that she wants to help those clients who are there early in the morning for 
family planning and those who were bringing their early morning sputa. When the clinic 
opens at 08:00, she was long on duty. She would also retrieve files for patients if she 
is finished with the family planning clients. When we arrive, we would get patients 
ready with their files, and sometimes she would be doing vital signs for those who had 
their files already. She liked working with patients with chronic conditions, especially 
those with diabetes mellitus, maybe it’s because she was also a diabetic. On the day 
of the diabetes support group, you will find her exercising with patients outside the 
clinic, she would give health talks related to the condition, the diet and the exercises. 
She had passion for diabetic patients. She retired two years ago and again, with her 
retirement, patients were complaining that why did she go because she was still 
strong. On her farewell party, most of her patients attended the party to appreciate 
what she did to them. There is no patient who would go out of her room being angry. 
What l can tell you is that even with most of my colleagues, they try to go an extra mile 
because they learnt from that sister. She was so selfless and caring. You know, if 
maybe a client comes with a certain condition, let me give you an example of a physical 
condition, let me say, a cough. They will treat her for the cough, but if there is a 
psychological problem, they do go an extra mile to book for a psychologist or do those 
counselling sessions for a moment. That’s why l feel that they can go an extra mile. 
Just imagine HIV/AIDS patients, when they come to the clinic for consultation, already 
we expect them to have a lot of conditions because some are at an advanced stage. 
When you treat that cough or another condition in this patient, expect to do a lot of 
investigations, fill up the laboratory forms and ensure that the patient gets proper or 
comprehensive care. This also goes with the type of attitude towards the patient and 
the condition. Remember, this HIV condition still has a stigma where even us as 
professionals, we still discriminate against patients with such diagnoses. I have seen 
nurses who are still discriminating against such patients, then, this l cannot label as 
caring. Patients still suffer in the hands of professionals where you find that patients 
are called names. Others are even told that as nurses, they are not responsible for the 
patients’ infection. Some of the patients are met with such rudeness from the nurses 
though others are so caring for such patients”. 
R: Uh...huh 
#PN: “Some of our colleagues will do things which will embarrass you in front of 
patients. I have seen many of such patients been treated in a manner which was not 
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professional and it’s so sad (shaking her head) because those patients cannot express 
how they feel because they depend on us for their care. We always put the blame on 
the patients that they are always complaining but we don’t look at how we treat our 
patients most of the time. There are times when l have heard a sister telling a patient 
to go back to the queue because the patient is talking a language that she does not 
understand. Instead of looking for someone to interpret for her, she would utter such 
words indicating that they must go back to their countries, they are exhausting our 
resources. Our attitudes count a lot when it comes to caring for patients, especially 
the foreign patients, though our local patients are met with such attitudes as well. 
Immediately you have such type of an attitude, you are not going to render proper care 
to patients. With the National Core Standards assessment that we had previous years, 
we scored very low on the domain of attitudes. This is so embarrassing because the 
feedback which is in the form of graphs is displayed even in the patients’ waiting area, 
so those patients who can understand the information displayed, already have a 
picture of how our clinic functions. Otherwise it is a bad attitude that contributes to this 
the type of behaviour where nurses don’t care anymore. In nursing, we were only 
taught a bit of psychology where through that little knowledge that we have, we can 
contribute a bit to the patient’s emotional well-being without waiting for other 
categories like psychologists to do that”.  
R: How are nurses with such negative attitudes dealt with in order to facilitate caring? 
#PN: “This type of behaviour by professional nurses is a real challenge even for 
management. Most of our patients who experience such behaviour and know their 
right that they can complain do complain about such nurses. Managers try to discipline 
them but this type of behaviour is already a habit in most of the nurses. Sometimes 
you find that this type of behaviour disturbs the way the nurse is going to render care 
for the patient, you know. Substandard care is rendered to patients because some 
patients are not willing to fight. In-service trainings do include topics such as ethics, 
motivation, patient care and safety, as well as other relevant topics to remind us about 
what is expected of us while caring for patients, but for others it’s just in-service training 
as usual for them. There are times where l witnessed one of the nurses in our clinic 
being taken for a formal disciplinary hearing because of swearing upon a patient. This 
was with regard to a foreign patient who could not express herself in any of our 
languages and she was in labour. The nurse instead of trying to help the patient, she 
said things which she was not supposed to have said, and unfortunately another nurse 
who witnessed the incident reported her to the facility manager, hence steps were 
taken to discipline her. Most of our patients from foreign countries do not understand 
our languages though others understand a bit of Zulu. There are those who are battling 
with our South African languages, so, what l do, especially with those who cannot 
understand a thing, l look for somebody to interpret amongst the clients in the clinic. I 
ask amongst those clients who is able to talk a particular language and also find out 
from the client in my room if she is comfortable in me bringing somebody to interpret 
for her. In most instances they agree to have someone interpret for them. I have some 
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of my clients from various countries who are willing to assist with the interpretations, 
even if they are not in the clinic on that particular day. What l do, l just call them on a 
phone, put the phone on a speaker and let them translate what the client says to me. 
So, the language issue does affect the caring for patients because you can 
misdiagnose the patient. One can give wrong medication to a patient, leading to more 
complications. What l have seen, the young generation is not free with us nurses 
caring for them because they will either give us the wrong information because they 
feel you are being judgemental on them or maybe they think we are going to show 
them our negative attitudes. But l have a bit of a challenge with some of the younger 
people because they don’t want to open up. So, if they don’t open up to facilitate 
caring, I try and talk to the client to find out if they mind if l can get a second nurse’s 
opinion or if they would feel comfortable to talk to that nurse. Some will say no, l don’t 
mind while others will decline, and l try to explain to them why l want to do such a thing 
because l will tell them that l have a sensation that you are not open with me and l 
have to give you treatment according to my findings on examination. I also try to tell 
them, especially with the young ladies, that I’m a nurse and I’m not there to mother 
them, so they should feel free l will not judge them and l will give them the best possible 
care that l can. Some do open up but some do walk away without opening up, meaning 
that l will treat the symptoms even if l can see that emotionally they are not okay. 
Another thing that l feel, let’s say we have a doctor in the clinic, l send them to the 
doctor for consultation, there, they tend to open up mostly. Maybe they think that as 
women, we will end up judging them. In the past if l send them to a different person of 
a different category, like the doctor, they would open up, you see, so it is a challenge 
l am still struggling with. Most of our clients express to be feeling much better a 
consultation with a nurse with a good attitude, a professional nurse who is empathetic 
and tries to help the patient even if we don’t have adequate time. Those that are having 
negative attitudes, you can hear even when we are talking or sharing ideas that they 
are not caring about what they do to patients. Recently we had a baby who was 
critically ill, the mother brought the baby late in the afternoon and you could see that 
this baby is in so much pain, so how do l know that some of my colleagues do care for 
patients? As l asked the mother as to why she was bringing the child so late because 
it was knock off time, she said she thought the child will be better but now the condition 
seems to be becoming worse. I then took the child and the mother into my room and 
started assessing the child. My colleagues who were available also joined in the 
treating of that baby, we did not leave the mother to go home without any treatment or 
tell her to come back tomorrow, hence l say we are not always focussing on knocking 
off early but we try and think about the complications that can come with the disease. 
We try and help our patients in a manner that they should also feel that we do care, 
we try and work as a team. No one amongst those colleagues who were there pushed 
to find out from the mother as to why she came so late to the clinic but all of us were 
focussed on helping the baby. The mother also mentioned that her sister is the one 
who was taking care of the baby while she was at work for most part of the day, so we 
even did not consider to find out if she was lying because that would not assist us in 
any manner, hence l say in our clinic some of us do care about our patients. After 
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consultation we also advised the mother that she should teach the one taking care of 
her child to be very cautious, if she sees that the child is sick, she should bring the 
child to the clinic instead of waiting for the mother to come back from work, and to give 
Panado if necessary. I think with the issue of the negative attitudes, our manager just 
needs to discipline her staff and ensure that patients are cared for in a proper manner. 
In case of any incidents that are reported to her by patients regarding the nurses’ 
attitudes, she tries to put them in the agenda for our clinic meetings and we discuss 
about such issues”. 
R: Tell me more about discussing incidents.  
#PN: “As I’m saying, a good example today (pause), most of the nurses were late and 
there was a bit of a delay in starting our work, we tried and explained to our patients 
that we had a bit of a problem, there are sisters who are still coming but those of us 
who are here, we’ll try and work as fast as we can so that they are out of the clinic as 
soon as possible. Then we tried to prioritise those who needed care urgently, we did 
what we could do. Those clients who came just to pick up their monthly medications, 
we gave them their medications quickly. We also explained to them that we’ve got a 
student who is going to assist us with measuring their blood pressures. So we 
explained she’s not yet a qualified sister but if they want to ask her something 
concerning their vital signs they can ask her, but if there is something serious they 
need to know, they should come to us the professional nurses. We tried to work as a 
team, like on other days. Sometimes if l struggle with a certain patient, l usually call 
one of my colleagues to come and assist, not send the patient from one sister to 
another for the care that they require. I would like to indicate that with those services 
which were not hectic today, the various sisters had to go and help in the services 
which were too busy. That’s what l like about this clinic, we have to be flexible. No 
sister will resist if you need her to go and assist in another service by saying today I’m 
only seeing sick babies or sick adults only, somewhere we try and assist each other. 
In our clinic, we do have a support group for the HIV infected patients where an 
enrolled nurse is the one allocated to give the health talks and give the patients their 
monthly supply of treatment because they are stable type of patients. What happens, 
when we realise that on that day the group is too big, we try to push our queue and 
some of the sister go and assist with issuing of the medications because all what is 
done to the patient should be recorded in various registers, so try and make sure that 
all patients in the support group are also attended to as well”. 
R: Please tell me more about caring in your clinic. 
#PN: “On a daily basis, when we arrive and start working, the first thing our facility 
manager does is to delegate two professional nurses to triage patients who are in the 
clinic in order to check if there are no very sick babies and seriously ill patients in the 
queue. When we are sure that there are no such patients, we then start with our daily 
routine, though on a regular basis, those allocated to triage take turns to go and check 
in the waiting area if there are no seriously ill patients who need immediate attention. 
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On my side as a TB nurse, what l do when a patient comes in, l try to give the patient 
full attention. After admitting the patient in the clinic records, l go to an extent of doing 
a home visit to establish as to how the home environment is. At times, l go with the 
patient if l do have time and no patients waiting to be seen by me at that particular 
moment. Why should l go there and do a home visit? This is necessary for me to go 
and screen those who are in the household for TB in order to try and curb the spread 
of TB. This is very necessary, especially in those houses where you find that there are 
young children and our patients do not disclose that there are young children in their 
houses. This is going an extra mile for me because one is able to assist the patients 
according to their needs because as we find these children in the houses, we are able 
to initiate them on the prophylaxis before they become infected. Also when you do 
home visits, one is able to take some nutritional supplements to those patients who 
are in need. We also help some of our patients with the social grants applications 
because you can see that some of our patients are very poor and do not have money 
to buy food. Another thing, we usually have the small campaigns where we do door-
to-door, so, l consider that as part of caring. With door-to-door campaigns, we try and 
check on the immunisation status for the children we find in the households. If we find 
that a certain child is not immunised, we immunise the child and refer him or her to the 
clinic for the next visits to get the subsequent immunisations. We also check if there 
are elderly people in the houses who are not taken care of and refer to the welfare 
department. This works for us and it improves the health status of our community 
(smiling). Through these efforts, our community also appreciates that our clinics are 
caring since there are staff members visiting them from their local clinics, though this 
is a difficult task because we are short-staffed. There are also those patients with TB 
who are homeless, which makes it difficult for us to follow them up as they are all over 
the streets. We only rely on them to come to the clinic the day they feel they should 
present themselves to the clinic”. 
R: Tell me more about the difficulties of patients of patients who are homeless. 
#PN: “Working in a clinic which is short-staffed is very difficult. You always struggle 
with seeing all patients in a day. We actually become overwhelmed with the number 
of patients that we are supposed to see on a daily basis. As we are sometimes 
supposed to do home visits, we are usually unable due to the workload. Most of the 
time our clinic is full from morning until very late in the afternoon where you find that l 
can no longer do a home visit because l am tired and it’s late. With our clinic being full 
in most occasions and being short-staffed, we struggle to see all the patients in a 
proper manner as we were taught during our training. We try to push the queue so 
that by the end of the day, all patients have been seen. As a professional nurse, you 
are supposed to see all types of patients, whether you’ve got experience or not. What 
we are doing is quantity instead of quality. Immediately you are allocated in that clinic, 
you just have to push the queue, there is less time to go and ask the other sister about 
a particular condition or discuss about a patient’s condition. Sometimes you go to an 
extent of not writing the information in the patient’s file because you forget due to the 
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number of patients that you are to see. The practice of not having enough nurses is 
common in many clinics in our area and it affects caring in a negative way. Some of 
us even have to work after knock off time because we sacrifice to see all the patients 
for the day. Being short-staffed has resulted in a lot of nurses working for a short period 
in the clinic and resigning to other areas. Sometimes you find that other staff members 
are absent, others are gone on training and others are on leave or sick leave, this 
impacts caring in a negative way because we are not supposed to turn any patient 
away, we try and push in order not to have any complaints. We no longer consider the 
issue of caring because we are supposed to see all patients, nurse-patient ratio does 
not work anymore. When things are worse that day, even the senior students are 
allocated to see patients, which to me it’s not proper care because no one mentors or 
supervises them. I sometimes feel like resigning because on a daily basis, l see around 
60 patients, which is a clear indication that I’m not caring for these patients, I’m just 
pushing the queue. Adding to that, our clinic did not have a manager for few years, we 
had to take charge on a rotational basis. Even if you are acting as the clinic manager, 
you were supposed to come and push the queue while expectations in the office were 
waiting for you as well. Neither in each position was one doing justice because as a 
professional nurse, l had to see patients, which l consider were not cared for in a 
proper manner. Still with the administrative duties in the manager’s office, a lot of gaps 
would be seen when the clinic is audited. During that time, caring for patients was 
compromised. Sometimes it is so hectic that you take short cuts. Let’s say that I’m not 
able to care for the patient comprehensively, for example when there is a shortage of 
staff or there is a bit of a challenge, l prioritise the problems that the patient comes 
with. Say a patient is here to collect his monthly treatments and he says that he’s 
coughing or having diarrhoea, I’ll try by all means to examine all his systems and try 
to stabilise him and do whatever l can. And l try to reassure my patients as well by 
saying, if you are not yet better by two days, come back. That’s how l try and care for 
my patients. At least even if l do the short cut procedure, I try and cover the system of 
the main complaint and ask the patient to come back if they are not yet better by a 
certain period, usually making it between two to five days, instead of not specifying 
the time period because some can stay even for a month. So, after examination, l give 
the client proper medication and specify when to come back for review. Previously 
what used to happen with my colleagues in the clinic when we realised that our clinic 
is forever full and we are not winning with caring for most of our patients, we would 
absent ourselves from work, taking turns because we were tired. If one is on duty 
today, one would be absent the following day just to relieve ourselves from the 
pressure. What l have seen happening even now with my colleagues, others are 
friends who want to go together for lunch breaks and work together under the same 
services. This makes it difficult for our manager to delegate them because they don’t 
want to be separated, and when they go for lunch for a long period than expected, 
patients have to wait for them, which in actual fact l consider as not caring. The 
moment nurses take a long time on tea or lunch break, we end up having a lot of 
complaints which need to be dealt with, and we therefore always have to call those 
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particular nurses to order because they make people think that all of us don’t care 
about what we are doing, or we are not caring for our patients”. 
R: What else? 
#PN: “I think as a PHC trained nurse, I feel privileged and l can now feel for those 
patients who are in the clinic in a particular time, though sometimes l feel that I’m 
working in a situation which actually tests my passion for my job. I say this because l 
have spoken about the issue of doing short cut at times in order to cope with the 
number of patients that l am supposed to see per day. There are those nurses who 
are actually not PHC trained whom we are working with in the clinic. In most of the 
instances I just ask myself as to how are they coping because in a clinic situation, we 
are supposed to be independent, each one has to work on her own and ask colleagues 
when there is a need. When l was not yet PHC trained, l used to do the same things 
as they are doing now, l would do superficial type of caring because l did not have the 
skill to take care of those patients who presented with various conditions at that 
moment. It used to go well with me because l did not know the extent of what was 
supposed to a patient when caring for that particular patient. I would do all the slap 
dashes in order to finish the queue allocated to me, which l consider as not appropriate 
caring for the patients. When l came back from the PHC training, l could realise how 
inappropriate the type of caring that l rendered before was. It also happened that l 
acted as a facility manager some time because we did not have a clinic manager 
during a certain period. This was also an eye-opener because as I was acting as a 
facility manager, when there were supervisor’s audit, our clinic supervisor would 
sample ten patients’ files and audit them as expected. In these files you would realise 
what is written inside, then you can see that the type of caring that is rendered is not 
up to standard because the history that is written shows what has been done to the 
patient. In some of the files you can see that even the treatment is not related to the 
diagnosis. In addition to this, we would lose a lot of marks because the sampled files 
represented the whole clinic for that particular period. While this was a problem, the 
acting facility manager would be expected also to take care of the medicines store 
room because there was no pharmacist assistant. This made it difficult because while 
still busy with the patient, a courier would arrive to deliver medications that one had to 
take care of. This also impacted on the waiting time of the patient. Sometimes a patient 
would wait for more than three hours in the clinic waiting for her turn to be seen by the 
nurse. Such type of duties really make it difficult for nurses to concentrate on caring 
for patients. When patients wait long, usually they become frustrated and start being 
uncooperative, which leads to complaints. In addition to this, sometimes you find that 
there are shortage of resources such as laboratory supplies, syringes, toilet papers, 
needles and other supplies. This is common in the baby immunisation side, where 
before you start with your routine, you have to ask for resources from other clinics, 
which further hampers caring. When you drive to those clinics, patients are waiting, 
which increases their waiting time. When you start working it’s already around 10:00, 
you are already tired of driving from one clinic to the next looking for resources. 
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Patients are also complaining that you took long, in this manner, caring was 
compromised as well because l had to push the queue so that all clients are out of the 
clinic. No developmental assessments were done except the giving of injections, that’s 
it. This hurts so much because we sometimes miss some of the conditions that the 
child is having, for example, deafness because developmental assessments are not 
frequently done because there are lot of babies to be seen and we are short-staffed. 
It also goes together with the vaccines because sometimes there is shortage of 
vaccines and other medicines. In such a case, you also go around first and ask for 
vaccines, then come back and immunise babies. This makes it difficult to render 
appropriate caring because you just immunise and let the mother and baby go 
because the queue is so long. In case we are running short of supplies, caring is not 
possible. We try what we can to keep the patients happy, which is not possible all the 
time. Some of these patients display anger because of the delay. Another thing, the 
issue of shortage of medication still makes caring a problem. We struggled with the 
shortage of various medications, but recently, things seem to be much better. We 
currently struggle with the BP machines, the blood glues machines where you find that 
there is only one machine for the whole clinic. The BP machines we’ve got one 
machine, meaning that there is one person doing the vital signs, so, that is affecting 
on our patients’ waiting period. If clients have to go to one side to get their blood 
pressures done, you find that they stay in the clinic for too long even if they are not 
sick, they are just in the clinic to pick up their monthly medications. So, I’m hoping that 
it will improve because we are struggling with some of the resources as well, though 
some like the BP machines and the blood glucose machines are still a problem. The 
examination gloves we do have now. Another challenge that we have with the 
resources is the stationery. If we don’t have enough stationery, patients’ documents 
are misfiled, and once they are misfiled, and when clients come back the following 
month or whenever, the patient has to register from scratch and that makes our clients 
to be irritable and say no, last time you gave me a file, even now you still need the 
same information. When a client comes into my room with a new file while he had a 
file previously, it does affect how l will care for that patient. I believe things will be okay 
where we’ll find all the resources we need for the care of patients”. Otherwise when it 
comes to other supplies like laboratory resources, it is a bit of a challenge. We don’t 
always get what we ask for from the laboratory. I can give you an example, if l need to 
order the blood tubes or the needles or specimen bags, let’s say l order for the week 
and order something like two hundred, they will issue fifty. So, l have come up with a 
strategy to ensure that l have enough stock from the laboratory because if a client 
comes and I’m out of stock of resources, l cannot say l can’t take blood today because 
we don’t have the blood tubes. I feel that it is really delaying the clients by telling them 
to come back. What if they come back you still don’t have the tubes that you need 
from the laboratory? So, what l have come up with is that, let’s say l need hundred 
tubes for a week, instead of ordering that hundred because l don’t know how much 
they will give me, l order five hundred and they give me two hundred. That’s how l 
make sure that l always have resources. We order ahead. They always say we must 
order weekly and please do not over stock, but l do that because in case l run short, l 
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cannot tell the client that l don’t have resources. And sometimes, there is a viral load 
tube shortage, and clients come on a daily basis for their investigation. If they come l 
cannot tell them that l don’t have resources, l improvise and use the other tubes. If I’m 
using the purple tube bottles, they will be consumed so quickly, and what about the 
other clients? So it’s always a problem, so make sure that you don’t give clients 
excuses because sometimes l feel that  it is our fault as the clinic or staff members 
that we are always giving patients excuses, it’s not fair. In case we don’t have those 
blood tubes totally, we don’t tell our patients, we try and borrow from other clinics 
because l don’t remember turning away a patient because of shortage of supplies such 
as blood tubes. I rather ask the patient if they mind if l can get the tubes from other 
clinics. If the patient doesn’t mind, l will get a driver to go and fetch from the other 
clinics. The problem is that waiting on the side of the patient while in the queue, and 
waiting again when we try and get resources from other clinics, makes patients to look 
at us as if we are not caring. Even with the other resources that we don’t have, we 
keep on ordering because we are supposed to care for our patients always. Let’s look 
at the BP cuffs that we have presently, they are old, torn and some are small for our 
patients’ cuffs, in this manner, caring is compromised because l actually don’t know 
the correct readings for that particular patient. Some of those patients go without their 
BPs being checked because we don’t have the resources. It frustrates me a lot to 
come on duty and just spend your day running up and down looking for equipment in 
order to provide proper caring for patients. So if l say I’m caring for the patients, what 
does it mean for me when l don’t have the resources to care for those patients? To 
me, caring refers delivering the necessary care for the patient presenting with 
whatever condition, not to tell a patient to come back next week because you don’t 
have resources”. 
R: You say you don’t have resources to care for patients? 
#PN: “It is difficult but with most of our patients, we have already established that 
rapport, but with the others, it’s still a challenge. I can give you an example of 
yesterday. There was a patient, who indicated that he was in a rush and he wants to 
go to work, so l requested from the patients to see a school child in uniform first, who 
was amongst them in the queue. This patient said that he is not going to accept that, 
the child should have woken up early and be at the clinic early in order to go to school 
early. So l said to him sir, please come into my room with me, then he walked into my 
room and l then explained to him that the government policy says we should prioritise 
school children, the elderly, the very sick and the disabled. So l further requested from 
him to see the school child first so that the child should be in class in time. I then 
pleaded with him to understand. The gentleman ended up understanding, though he 
said that we must encourage even school children to come early if they know they 
have to go to school on time. I tried to show him that I do understand as well though 
showing him that he could not always get what he want at a particular moment, but 
we should try and give first preference to those who deserve it the most. I also gave 
him an example of a disabled person to say that if someone comes with a physical 
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disability or a on a wheelchair, we prioritise on such clients, and after that explanation, 
he was okay. He was a bit upset at first, he was not happy, but l remained calm 
because if l shouted, everything would have escalated and ended up with 
management. We know how it goes with patients, immediately things land up with 
management, it will be as if l insulted the patient, but l tried by all means to be calm. 
With such patients who are not considerate of other patients like when you have to 
take the elderly first and those who are very sick, it becomes difficult. Sometimes as a 
nurse you can find yourself losing temper because sometimes there are more than 
one of such patients outside your consulting room, and you will hear them complaining 
outside that you took somebody who came after them. We try and explain how we 
function as a clinic but they don’t seem to understand or they don’t want to take what 
you are telling them” 
R: Tell me more about losing your temper about patients’ complaints. 
#PN: “It is a challenge (pause), it is a bit difficult but as l said, to cut down on the 
waiting time, we usually advise our admin officers to get the patients’ files as soon as 
after registration because if they wait too long, they become irritable and aggressive. 
We advise them to rather make duplicate files, but unfortunately, that ends up being a 
problem because every time a client comes, they say they can’t find the file, therefore 
resort on doing duplicate files for them. This ends up being a challenge, so what we 
say as the nursing professionals, we tell the admin officers that we are not going to 
see clients with duplicate files in order to make sure that they look for the patients’ 
files. If they don’t get the file, that becomes a problem as well. It means that we have 
to make a new file, which becomes bad for caring and service delivery. The caring 
does not continue as expected because remember, there should be continuity. So if 
every time the patient comes and you say we are opening a new file, it seems like we 
are making this client feels like a fool. Sometimes we allow patients to go home and 
come back at particular times to spread them over the whole day. Sometimes it 
becomes difficult even for the nurse to let patients go home and come back because 
of transport issues. We try and reassure them at all times so that they should be 
patient. We also try and keep our clinic supervisor updated about the status of the 
clinic because some of the patients will actually write in a formal complaint which 
needs to be resolved within a specified time.” 
R: Uh…huh! 
#PN: “Sometimes the clinic is too full than other days, then that affects caring, 
especially when it’s holiday times. Right now we are going on Easter Holidays, even 
during the December holidays, most people visit this province. They come from 
Limpopo, KZN, Maputo and everywhere visiting this province. Clinics usually becomes 
too full during those times even if we didn’t expect it. You find that the clinic is full 
inside while there is still a long queue outside. Most of our clients we give medication 
to cover them during that period, especially those with chronic conditions so that they 
should not come to the clinics during holiday times, let’s say, for two months or three 
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months to avoid overloading of the clinic but, with the visitors during holidays, our 
clinics become even more fuller. During those periods, most nurses are also on leave, 
some just don’t come, so sick leave and absenteeism becomes very high during that 
time. The clinic will be full and there is no staff, therefore it becomes a challenge and 
affects our caring system very much as our patients have to wait for a long time. When 
it comes to this, sometimes our hands are tied up but we try the best we can, hence 
sometimes we even knock off after the official knocking off time. Usually that’s what 
happens, instead of turning the patients away, we usually work extra hours. We try by 
all means to see all our patients because we cannot afford to turn them all away”. 
R: Tell me more about caring for visitors when there is shortage of staff. 
#PN: “Another system that we can use and improve our caring during such times, or 
that can contribute positively to caring according to my observation, it’s the pre-
packing system. We have got the new pre-packing system, with this system is where 
we have to retrieve patients’ files a day before the clients come to the clinic according 
to their appointment dates. You can see there are files in this box (pointing at a box 
with files inside) they are retrieved and ready for tomorrow. We also put medication in 
each file according to the prescription. Now we tried to put some medications in some 
files, but with some, we didn’t put the medications because we don’t have the pre-
packing pockets but we have borrowed from another clinic. This is a good system 
because you check that the patients’ medications are available before the patient 
reports at the clinic. You already know that a certain number of patients will be covered 
for two months with the medications that they receive on a particular day, this helps 
with decongestion of the facility and relieves the nurses of loads of patients. If this can 
be sustained, if accompanied by the availability of medications, it can relieve the 
nurses of too much working that affects on caring for the patients. With the chronic 
medication, that’s for sure we are able to pre-pack before the patients’ come, even 
with the ARV’s, we are able to pre-pack. From the government point of view, we have 
what we call CDU. This is the new system where from the pharmacy side, we have to 
send in patients’ scripts with their names, indicating which medication they are taking 
to the pharmacy. You have to choose a point, it might be a library, a pharmacy like 
Dis-Chem or any household where you can distribute medications to patients from that 
point. Only the stable ones can access or collect their medications from that point, 
which we call it a pick up point. Here we have established such a pick up point which 
is nearby the clinic, it’s in the community hall where our clients go there to pick their 
medications from there on a two monthly basis, then they will come back to the clinic 
after six months to have their six monthly check-ups. That l think will take off the load 
of patients from the clinics, especially when it comes to the issue of the congestion, 
but because the system has not kicked off hundred percent, it does have its own 
challenges. You find that a script has been sent out to the pharmacy but it has not 
been properly filled, the patient will go to the pickup point and the medication is not 
there. So, with such clients, we always say that the client must not always be left out 
or let them as if we are belittling them. What usually happens in such instances, the 
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client will either come inside the clinic or if we can pick the script up, we prepare the 
medication from the clinic and send it over to the pickup point. As l said, with regarding 
to caring for our patients, it has improved because of this system. The system is being 
run by a professional nurse and a pharmacist assistant who ensure that correct 
medications are put for the various patients. What happens presently, we ensure that 
patients have appointment dates and times to avoid overcrowding and long waiting at 
the pickup point. At the end of the day they come inside, we try and scrutinise the 
system to check as to how many patients they had for the day, as well as checking on 
any problems that they might have encountered. This impacts on the fact that you 
must always review on the new system that has been put up or implemented, to see 
if it is working. What l think right now is that the only challenge will be the human 
resource that side because with these contracted workers who are assisting at the 
pickup point, their contracts will be coming to an end soon, but we will see when we 
reach that point. We will try to manipulate the system” 
R: mm…mm! 
#PN: “Otherwise, what l think should happen to ensure that this system is sustained 
in order to care for our patients, we must include management. Eh (pause), our facility 
manager, she is very helpful, she’s hands on, she’s caring for the patients as well 
because she ensures whatever we require for the care for patients, she orders. I also 
feel that she cares for us as well because whenever she can see that the clinic is full 
or overloaded, she does come on board and see some patients. She stops doing her 
work in her office and comes out and joins us to try and push the workload. Even 
though l sometimes feel that as her subordinates, we are not giving her the support 
that she deserves. Some staff members are undermining her authority and it makes 
her job very hard, but those of us who try to be positive towards her, we encourage 
her to keep up the good job because she does a good job. As l said, from management 
side, the support is there, also from her supervisor, she comes once a week to check 
if there is a problem in the clinic and try to solve it. The main problem is that us the 
junior staff, we are not giving our facility manager the support that she deserves, so, it 
will affect the caring for patients because instead on spending our times seeing 
patients, we end up wasting time on petty things like problems between staff members. 
Some are having negative attitudes towards her that they ask why is she not consulting 
patients at all times while in fact, we know her role as a facility manager that she is 
there to manage the facility and not consult patients as her core responsibility. Some 
even leave out patients indicating that she should come and consult the remaining 
patients. This l feel affects the caring for patients because patients don’t know that 
someone is fighting with her manager over her authority”. 
R: You indicated that you are not giving your facility manager support? 
#PN: “Ok, I forgot to mention something about our EPWP contracted workers that ever 
since they had been here, it helped a lot with regard to admin. In the clinics there had 
been added paper work, so, if there is added paper work, instead of the nurse 
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spending more time writing, recording and filling in the laboratory forms, the EPWP 
contracted workers help us in doing that while we concentrate on caring for patients. 
They don’t do the nursing work but help us on such duties like filling in of forms as well 
as part of the admin, it helps us a lot to focus on patient care. It makes providing care 
to our patients much easier because, so, l must say they have made a very big impact 
in the caring for patients. I must also say that in our clinic, we’ve been poorly 
performing with regard to various targets, but now due to their contribution in the clinic, 
we have improved”. 
R: Anything else that you want to tell me about caring for patients in your clinic? 
#PN: “I also forgot to say something about our security guards. Eh (pause), our 
security guards make it safe for us, l must say. We do get few cases of patients with 
aggression, you find that patients are fighting or arguing amongst themselves, what l 
do is to call the security guards to come and sort the problem out for us. When these 
guards come, they solve the problems in such a professional manner, it’s 
unbelievable. They are not aggressive, they will just call the patients and talk to them 
in a proper manner as I cannot spend too much time trying to solve patients’ problems 
outside instead of rendering care to those who are sick. So, there have been such 
incidents where patients fight but, our guards make it easier for us to concentrate on 
caring by dealing with such patients who are problematic. Once l feel safe l feel that l 
can provide proper caring that our clients deserve”. 
R: Anything else that you want to say about caring in your clinic? 
#PN: “What l can say is that l appreciate our team work, especially recently. Our clinic 
used to have a lot of challenges, the waiting period for patients was too long. As l 
mentioned, the absenteeism was very high but now it has improved since we got a 
new manager. She tries by all means to encourage and motivate us, so l must say that 
many things have improved in our clinic, also because of the extra staff members such 
as the contracted workers and the new nurses as well. Also the training of the old 
nurses and the junior nurses such as staff nurses who went on bridging course, it has 
helped a lot. So for now, there shouldn’t be any excuse why we cannot provide proper 
health care”. 
R: In all the challenges that you mentioned, what do you think can be done to facilitate 
caring for patients by professional nurses? 
#PN: “As l said, the challenges actually, we have improved as l had given an example 
of long waiting times and the absenteeism that have improved. To prevent us going 
back there, is just for us to keep up the good attitude, and to try by all means not to be 
absent because those l consider as the main challenges in caring for patients. Most of 
the things as l look at the issue of the resources, l think it has improved as well, but 
there are those areas that l think our government should improve on. The issue of 
some vital resources such as functional BP machine and glucometers, these need 
serious attention. Always we are told about the budget that is allocated for the clinic 
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that it is not enough but we are expected to be caring for all the patients that come to 
the clinic. In this case, how do l render the expected caring for those patients while l 
don’t have the resources? When l am in that room caring for the patients, l should 
have this feeling that I’m really caring for the patients in totality. Even when l reflect 
when seated at home, l should actually feel that as a nurse, l am really caring for my 
patients in an appropriate manner, whether the patient presented with a wound or any 
other condition, l should have that satisfaction that l rendered proper care to my 
patients. I don’t like the situation where you find that there are National Core Standards 
assessments for the clinics, now we get equipment that come from other clinics just to 
give the impression to the auditors that we have adequate equipment while it’s not 
true. Things need to change for the better caring and management of our patients. 
Our clinics should always have enough stock of medicines and other equipment 
because we cannot care for our patients without all those resources. Now that things 
are gradually becoming better with regard to these resources and equipment, I’m also 
becoming happy to say I’m working in this clinic because of the way it is now, before 
it was so embarrassing. With the issue of the negative attitudes, I think all staff 
members need to do introspection, especially with regard to the attitude others display 
to our manager, but what l like about our clinic is that team work is there nowadays, 
and when one staff member has got an issue with another staff member, that staff 
member usually will confront the other and talk over the issue. That l think is a good 
thing and it keeps us motivated and happy. I think most of our staff members have not 
yet accepted our clinic manager because she is coming from another clinic, so this is 
causing resistance towards what she says. I think this is tough for her as well because 
in order to avoid complaints from patients due to long waiting times, she always comes 
out of her office to come and join us in caring for the patients instead of doing her 
administrative duties because some of the staff members just ignore their duties as 
nurse. Some do this in order to start a fight with her, so she tries her best to be calm 
and ensure that all patients are cared for. I really feel happy in my work environment 
though some things are still a challenge. If you are happy in the workplace, what will 
keep you away from work, so l think this is what has made most of us to improve on 
absenteeism because we feel happy. Our new manager tries to motivate us and 
appreciate the caring we render to our patients. I feel our clinic is now a good place to 
work in”. 
R: Anything else? 
#PN: “I think our government should hire nurses who are appropriately trained, 
especially in PHC in order to work well and care for patients well in a clinic set up. 
When you arrive early in the morning and find a clinic full, you become frustrated. With 
myself before l went for PHC training, l used to wonder on a daily basis as to the types 
of patients that l would come across. This made me to feel overwhelmed and 
inadequate to render proper care to some of the patients because really, l did not know 
much about these conditions. Sometimes as a nurse in that consulting room you meet 
patients with conditions that you had never seen in your life, so if majority of you are 
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not competent, how are you going to care for these patients? Our patients don’t know 
whether you know a particular condition or not, when they see us in uniform they think 
we know it all. So l think hiring well trained nurses for a particular speciality will help in 
the caring for patients because those nurses know what they are dealing with. Another 
thing that our employer should look at is the issue of salaries. We as nurses in the 
government sector are paid low salaries which escalates the issue of shortage of staff. 
I don’t think our clinics will be able to retain a lot of properly qualified nurses because 
their salary scales are so low, which goes back to shortage of staff. If there is no 
adequate staff available in a clinic, what type of caring or nursing care do you expect? 
Nurses become burnt out and render substandard care in order to cover all patients 
that are there”. 
R: Any other thing you want to say? 
#PN: “No thank you, l think l have said everything that l wanted to say” 
R: Thank you so much, we have come to the end of our interview. 
#PN: “Thank you!”  
 
FIELD NOTES 
TIME: 14:00 
The participant was a professional nurse (PHC trained), dressed smartly in her Navy 
Blue two piece and a Pink blouse (uniform). Looks professional, with her maroon 
apulettes on to show that she is a professional nurse. She warmly received me and 
she looked ready for the interview. I was told to wait for a moment as she wanted to 
complete what she was doing. 
The clinic is situated in the suburb, the surroundings looked clean and well cared for. 
The clinic was still full of patients, so l had to wait until she was done. I waited for 
approximately 30 minutes. The clinic was neat and clean inside. Nurses on duty-also 
were also well dressed in their uniforms. Patients were seated calmly waiting to be 
seen by the nurses. 
Experiences expressed: 
• Traumatic 
• Negative attitudes 
• Difficulty caring for patients-
lack of resources 
• Shortage of staff 
• Discouraged 
• Frustrated  
 
 308 
A consulting room at the side which was not busy was chosen for the interview. It was 
quiet and conducive for the interview. 
*Lack of resources-human resources as well. Shortage of medications (hampers 
caring). Sacrifice lunch. 
Opening up-not opening up (the young group). Accompany patients home-nutritional 
supplements. 
*long waiting times-patients’ complaints. 
*Patients appreciative-full attention/go extra mile. 
*Struggle with transport                                              try to be helpful 
*Stigma (HIV patients). 
*Lack of support—discuss incidents. Staff fighting with the manager. 
*Lack of caring??-language barrier problem. Caring improvised.  
*Other nurses not PHC trained 
 
                                                           Lack of support 
 
 
                                Discouraged                                   frustrated 
                                                          
                                                         Absenteeism 
*Friends going for tea together (long lunch breaks)-patients complain. 
Short cuts-slap dashes. 
?situation testing her passion for nursing. 
Asking for resources from other clinics (go and fetch). Not give patients excuses. 
Equipment shortage (BP cuffs, glucose sticks, blood tubes)-not available/small 
sizes/torn. 
Driving from one clinic to the next-start the service late (being tired). 
No budget/inadequate budget. 
Losing temper by PHC professional nurses. 
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Duplicate files, push the queue. The PHC clinic is forever full. Chronic patients given 
medications for two or three months. Pre-pack treatments. Borrow from other clinics. 
Shortage affects caring. Work extra mile. 
No time to pre-pack, no rest. No time to prepare themselves 
Good system-check patients’ medication (a relief to PHC professional nurses). 
The PHC professional nurses are not giving the PHC facility manager any support. 
Encourage (teamwork, motivate) 
Pick up points. 
Training of other staff categories-others are PHC professional nurses. 
Provide proper care (absenteeism improved). 
National Core Standards (they bring resources). 
Resolve issues-now happy. 
 
REFLECTIVE NOTES 
• There is a challenge with the PHC clinic which is forever full, with nurses not 
having time to prepare themselves properly before they start to work. 
• The PHC professional nurses struggle with resources such as medications 
where nurses have to drive to other clinics to request for resources. 
• Patients wait for a long period, which makes them to complain. 
• Other nurses are not supportive to the facility manager. 
• The workload makes it difficult to render proper caring for patients, hence they 
do slap-dashes. 
• The PHC professional nurse feels overwhelmed by the number of patients they 
see on a daily basis. 
• The PHC professional nurses were observed to be behaving in an 
unprofessional manner. 
• The PHC professional nurse feels discouraged and helpless. 
 
 
 
 
 310 
Appendix K: Example of a Patient’s Interview 
 
Strategies for Primary Health Care professional nurses to facilitate effective 
caring for patients in the Ekurhuleni Health District, Gauteng Province, South 
Africa 
Date: 30 September 2017  
Duration of the interview: Approximately 40 Minutes 
 
Notes: Scribbled during the interview and written properly immediately after the 
interview that same afternoon. 
Setting: A consulting room in a Primary Health Care Clinic. 
Present: The researcher and the participant. 
 
Key: 
Researcher: (R) 
Participant: Patient (#P): 
 
R: Good morning mam! 
#P: “Good morning” 
R: How are you? 
#P: “I’m good and you? 
R: I’m fine. We are going to start with our interview. My question is: How are the 
nurses caring for you in your clinic? 
#P: “Eh, to tell you the truth, I’m a resident of Kempton Park, and l have been staying 
in Kempton Park for a long time, and l have been visiting your clinics. Sometimes when 
you have to visit the clinic, you have to be there early in the morning, like 05:30, which 
is [shaking her head], l don’t know. We are there at 05:30 and they open at 08:00, and 
when they open, some of them you see them coming in around 09:00, some you see 
coming in earlier, but when they are in, they are there [making signs with her hands], 
they will close their doors, they will not allow us to enter inside. Sometimes it will be 
cold outside you know, if it is winter time mostly, it will be cold and you will be outside 
for a long time, from 05:00am until they open their doors at 08:00, so, that was not a 
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good experience that l experienced at that time. And also, you enter there, you have 
to wait again for you to, for them to give you some cards or numbers for you to can 
enter at the reception, which means you will start to be treated around 09:00, after 
you’ve been there at 05:00” 
R: What else can you talk about regarding your experiences of caring by professional 
nurses? 
#P: “Eh [pause], some nurses they are good, some nurses are bad, l don’t know how 
they [pause], maybe it goes with the, the way they are trained or is it the way they are 
trained or it’s because of individuals because when you get to the clinic, we had some 
experiences whereby you meet other nurses which are very good. They will tell you 
what to do in time and they will treat you nicely, and you will get some nurses, l got a 
case whereby my sister went to the clinic the other time. She had an experience, she 
told me the experience she got because she was there, and then she met this nurse, 
when they wanted to take her blood pressure, she was wearing a long sleeve [pause], 
you know she had to shout at her, just to remove the jacket so that she must take the 
blood pressure. So, she said: ‘don’t you know that you are supposed to take out your 
jacket so that l must take you the blood pressure’, and also, it still goes on to the urine 
when she was taking her the urine. I don’t know what happened, she gave her the 
bottle which was used by someone, then she complained that eh, l don’t need this 
bottle because how about if you take a different result for my urine. Then she had to 
shout at her, actually she complained and made a complaint for that staff because it 
wasn’t a good experience, so we meet up with good and we meet up with bad sisters” 
R: Please tell me more about that. 
#P: “Because sometimes when you are in the clinic as well, sometimes the problem 
is you wait for a long time, you wait for a long time, time is not good there, [shaking 
her head]. I don’t know what time are they supposed to start really because when you 
are there at 08:00, as l have said before, or you will be there earlier, sometimes you 
will leave the clinic [pause], maybe you are there at 05:00, but you have to leave, 
maybe late around 4pm or in the evening, after you’ve been there in the morning. So 
l don’t know what or these procedures, how they get to say: ‘go to this room, or go to 
this room’, you will wait in that room for another two hours, you go to another room, 
they will say: ‘wait’. You will wait for that room for another two hours, so, l don’t know 
how their, this procedure is going, l don’t know how they are doing this, the timing, 
their timing” 
R: Anything else that you can talk about regarding caring by professional nurses in 
your clinic? 
#P: “In the clinic, we have a problem of [pause], really the nurses have got an attitude. 
It’s like they are born with one mother [laughing]. Really sometimes you know, they 
have an attitude. This attitude you don’t, you don’t even know if this person has come 
to work or has just come to shout at other people, l don’t know if they are ready for this 
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work or they are not ready for this work because sometimes you meet up with 
someone, l don’t know if they are angry from home, then they will come and express 
their anger to the patients because l also had an experience, myself with my 
grandchild. I had to bring my grandchild to the clinic, she was very sick, just because 
she vomited on the floor, someone had to scream, scream at us that why, we must 
clean those vomits, and just imagine, you are in the clinic, you are holding a child who 
is very sick, and someone is doing that to you. How do you [stammering], how do you 
feel because you have to be helped, and we know nurses are supposed to care for 
us, do you understand? They have to care for us as patients, but if the nurse is telling 
you to leave whatever you are doing and start cleaning the floors, it’s not good thing 
at all” 
R: Anything else you want to say about caring in your clinic? 
#P: “Eh [pause], in my caring [seem not to understand the question well], okay, 
sometimes, with the caring that we receive in the clinic, sometimes we have, after they 
treat us, after we have seen the sisters or the doctors, they will give us medication, 
but sometimes you will find out that today we are having shortage of medication. So, 
which is another bad experience which we are facing in our clinic, because sometimes 
when they treat us, they will give you maybe a packet of Panado, after all maybe you 
are not sick for the Panado, maybe you are having a cough or something else, then 
they will tell you that we do not have any cough mixture, we don’t have this, so, we 
experience not having medication, and we have to go to the chemist to look for those, 
to look for money to go and buy some medication, which is a bad idea” 
R: What else? 
#P: “Sometimes when you come late to the clinic, you can be turned back from the 
clinic. They can actually tell you that: ‘you are, you know you are late at the clinic, you 
are late, this is not the time to come madam, you need to come tomorrow’. Imaging 
you are sick and then you have to go back home, and then you come the next day 
because you couldn’t wake up at five to hold the line, the queue. And it is dangerous 
you know, especially right here where we are, it’s very dangerous to know, to be at 
the clinic [stammering], early in the morning, especially in winter time, and then they 
will tell you that go back, you understand. One will say: ‘if you knew that you were sick 
the whole night, you were supposed to be here earlier than all these people’, so, they 
will turn you back like that, you know. So, we are facing those experiences. And also, 
as like me, I’m a foreigner, as a foreigner, I’ve experienced eh, [pause], this attitude 
from other nurses whereby they will be telling you that: ‘you are foreigners, what are 
you doing here, you must go back to your countries’. And yoo, they talk about this 
thing which is so painful, imagine, like us, we’ve got permits to stay here, but because 
I’m holding a passport, I’m now scared to go to the clinic because they will tell you: ‘as 
a foreigner, what are you doing here?’ So, l don’t know if these clinics are only for 
South Africans, or they are also for us foreigners because we are being ill-treated 
sometimes there. Sometimes we meet up with good nurses, sometimes we meet up 
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with bad nurses who will be telling us: ‘foreigners, foreigners’. You know it’s not nice 
to hear this old repetition in our heads, we end up thinking that these people are 
creating xenophobic attacks in a way, in a verbal way, you understand. So we are at 
the clinic, whether we are foreigners, we, because we are entitled to stay in this 
country, we expect us to be treated the same way everyone is being treated” 
R: Please tell me more about that. 
#P: “Eh [pause], if l say more about that, because there is an experience that l have 
experienced some other time as well because l was, since I’m a foreigner, but l saw 
another foreigner, like we have other foreigners like the Congolese, you know, they 
don’t understand English very well. So l was there, l was in the queue, me l went for 
my turn, it finishes, this Congolese was there, because she couldn’t express herself 
with language, you see. So, because she couldn’t express herself, this receptionist 
there, they were actually jumping her and say: ‘okay, if you don’t have anyone to 
interpret for you, what are you doing here?’ So imagine, someone is sick, and you 
need an interpreter, so l don’t know how [stammering], how are you doing this, or 
maybe you need to have also some interpreters in your clinics so that they must 
interpret for those kind of people so that they must be able to be helped. Because just 
imagine someone cannot speak English or cannot speak Sesotho, you’ll only hear: ‘let 
her go away’ [laughing], and you know sometimes, you’d think we are foreigners, 
sometimes these other foreigners, they understand the languages, but they can’t just 
answer to that language, you understand. They’re understanding very well but they 
just can’t answer. So sometimes when you are speaking to someone, you expect them 
to answer you in your language like English. If I’m using English l expect someone to 
answer me in English, but I’m speaking English and someone is answering me in 
Sesotho, and l know I’m understanding but l don’t want that person to answer me in 
Sesotho because l don’t understand each an every word of Sesotho, you understand. 
So, it needs someone who can express themselves nicely, and also to the patient that: 
‘no, you know what, let me look for someone who can interpret for you’ because now, 
we’re being turned down because of that. Sometimes they’ll us: no, you cannot go to 
the [pause], we need someone who can explain to you, explain to us about this in your 
language what you want, actually because communication is bad because of 
language” 
R: What other experiences can you talk about with regard to caring by professional 
nurses in your clinic? 
#P: “Eish, this caring thing is just bad, I’ve got a lot of experiences [stammering], a lot 
of experiences, just like one experience which l can give you. My daughter was also 
[stammering], she told me that when she went to the hospital, to the clinic, at the clinic 
when she goes there, she said she was bleeding, she was bleeding for weeks and 
weeks. So, this bleeding was caused by, l think the injection, so she had to go there 
and ask them: ‘I’m still bleeding, last week l was bleeding again, every week actually, 
I’m bleeding severely, which is not normal for a woman to bleed every week or weekly 
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because you can’t have eh [stammering], menstruation every week’. So she was told 
that, at first she was told that it was menstruation, she told them that no, it’s not 
menstruation because now I’m dehydrating. She had to come to a point whereby she 
was dehydrating because of this, eh, bleeding. So she went, l told, actually she told 
me, then l told her to go back to the clinic, they had to tell her that there is nothing they 
can do about the bleeding because it’s caused by this injection used for preventing 
pregnancies. Now, to tell you the truth, she’s scared of going to that clinic. She also 
had an experience whereby she had the warts, she’s got STIs, you understand, and 
she had these STIs, she went to the clinic. At the same clinic, they were viewing her, 
one nurse was viewing her, she had to call other nurses so, they were standing, all of 
them. So imagine a woman is opening her legs, and this is a private thing, l know. 
Even if you are in a hospital or in the clinic, there are some things which are private, 
just like to know that you are HIV positive, it doesn’t need every nurse to come and 
tell you that you are HIV positive. If it’s one person who can come and view you, and 
not a lot of persons, people coming and standing behind you and they are laughing at 
you that: ‘yoo, look at this, yoo look at this, what have you done?’ They even actually 
scared her, now she cannot even go to that same clinic, she told me she can’t go to 
that same clinic because yoo, the way they treated her was bad” 
R: You spoke about other experiences of caring in that clinic, please tell me more 
about those other experiences of caring by professional nurses in that clinic. 
#P: “[taking a deep sigh], in the caring like the ones l was telling you [seems unsure 
of what more to say] 
R: Yes. 
#P: “The caring part, we need our nurses to care about us because also, whether you 
are foreigner, whether you are South African, whether you are very sick or you are not 
very sick, we need the same care from them, but we are not getting it. So, we [pause], 
we’re here to plead with the municipality, the minister of Ekurhuleni that they must help 
us as foreigners so that we get enough treatment from the clinics because we’re 
actually scared for going there anymore because we’ve been asking other ladies, they 
go there even if they are pregnant, they go there and they will just be shouting at them: 
‘hey you come here to born babies, hey, you come here to have a lot of children in our 
country’. So l don’t know if a clinic is now telling someone that they must have kids at 
their own time, l don’t know, so because you are a foreigner, you have to be shouted 
at, but if it is a person from South Africa, they will not say anything. You will see they 
will be smiling with them, they will be laughing with them, but as a foreigner, you can, 
you can actually see the face that yoo, you are not even welcomed here. So it’s now 
a scary place to be, instead of you to be going there and say I’m going to be helped” 
R: What else can you tell me about with regard to caring in your clinic? 
#P: “Eh [pause], the caring in our clinic, okay, my experiences with sisters caring for 
me is eh [pause], actually there’s one time when l had some stitches, l had some 
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stitches from somewhere, and then l came to that clinic because l had those stitches 
from another hospital, Limpopo Hospital whereby l had an accident, l had some 
stitches. When l came to this clinic, actually l came across a nice nurse, who helped 
me so much, she removed my stitches nicely, you know she asked me what 
happened, l explained to her. So, in that case, you come across with some sisters who 
are good, and l cannot say every time you go there you’ll find bad nurses, but 
sometimes you find the good ones who [pause], I’m talking about the major ones like 
those l was telling you about that every time they must time, their timing, they must try 
and change their timing please, because sometime you’ll be rushing for work and we 
end up leave with the card without being helped. And also, the medication, they must 
try and have enough medication so that when we get treated we also get the 
medication. And they must also try to make sure that when a person comes, the 
person is serious, they must also have those emergency rooms where they can treat 
a sick patient, just for few minutes the patient, maybe the patient is treated and 
transferred to the hospital. It’s rather better than for you to be seated there and they 
will be busy asking you questions, and then, why I’m saying that, l was at the clinic the 
other day, at the baby clinic because l saw this other lady, she drink a poison, she 
drink poison this lady, and this lady was a foreigner as well. She drink the poison, and 
l know the lady, and then l saw the lady entering the emergency room, but when they 
took the lady to the emergency room, they said they can’t do anything because that 
lady drank the poison already. And imagine, we were standing there and we were 
even trying to say: ‘why can’t you try and put drip, why can’t you try and make her 
drink milk so that she vomit, why can’t you try and do this’ because the emergency 
room is there for them to treat the patient in a quick way so that she can be helped. 
Like poison, it’s not an easy thing, you understand, you can’t say poison, someone 
must stay with poison inside the stomach for [pause], you can die in that clinic, you 
understand. So, it was better for them to have that emergency, but they were actually 
laughing: ‘why did you drink, how can you drink poison for a man, these days drinking 
poison for a man’, and it’s someone who is hurting, to drink poison but [laughing], you 
need to be helped at the same time. So, l was thinking maybe these nurses will help 
her, but l could just see them that this laughing, they were calling each other that: 
‘come and see, the clinic smells because you drink poison, l don’t know this poison, 
where is this poison coming from, the person was saying the person came from, is 
coming from where, l don’t know, and she brought the poison from her country and 
you come and drink poison here in South Africa, so she’ll die and she’ll bother us here’. 
So, l don’t know, we also need emergency rooms, you understand, with very serious 
sisters there” 
R: What else can you tell me about caring by professional nurses in your clinic? 
#P: “[pause], okay, some, some of the things l need to illustrate, especially the worst 
thing also, that this language thing as foreigners, please, it’s not all of us who know 
the language, it’s not all of us. Some are quick to learn, some are not quick to learn 
this language, so, they must actually know that we are not coming from the same 
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country, though we’re in the same continent, we’re not from the same country. So, we 
[stammering], we, l don’t know how they can do it but really, they need to use English 
so that they must communicate with each an everyone of us so that everyone must 
be helped the same way, you understand. Eish, it pained me, that woman was having 
a sick child and she tried to speak Congo, eh, this Congolese language. She was 
actually trying to write [making signs with her hands], on the paper so that they must 
understand, but they were just ignoring her, l don’t know if it’s because of a foreigner 
or because they were not communicating well, I’m not sure but we also need the 
people who are working at the clinics, they must be able to understand English as well, 
so that they will help us in English” 
R: Anything else? 
#P: “Any other experience? I don’t have any other experience, what l can just say is 
we are happy with our clinics, but they allow us to be there as foreigners but, also, 
they must [pause], uh, uh, there’s one thing, when you get to the reception, they also 
ask you for your passport. If someone now is an immigration officer there at the 
[pause], some people now want to experience themselves as immigration officers 
because they will tell you that: ‘hey, your passport is [stammering], it’s expired’, 
because some people they can come with the passport which is expired and they 
haven’t gone back home. So they will tell you: ‘your passport is expired we’re not going 
to help you’, so l don’t know how we’ll take it at the clinic. You must put a board and 
illustrate that if you don’t, if you have an expired passport, you mustn’t come at the 
clinic, so people must know because that one will make you not to be attended at the 
clinics if you have an expired passport, that’s one other thing” 
R: Anything else? 
#P: “Rudeness, they are so rude. Rudeness, l don’t know if you train rudeness 
[laughing], because l know working with people is difficult, but people must just know 
how to adjust themselves here at work, you understand, you meet up with different 
people, with different characters. So, this type of rudeness that we experience 
sometimes is not right, we are not happy with it, it makes us being scared to come to 
the clinic because the clinic is the place where we come and be helped, not to be 
scared” 
R: Anything else? 
#P: “I think it’s all l can say for today” 
R: Okay, thank you for your time. In absence of anything, we’ve come to the end of 
our interview. 
#P: “Okay, thank you” 
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REFLECTIVE NOTES 
• There is a language problem between the nurses and the foreign patients. 
• Foreign patients feel discriminated against, not respected 
• Some nurses behaving unprofessionally. 
• The participant was excited to take part in the study. 
• Research question was well understood, which led to the flow of the 
interview. 
• The research question seemed to have brought out some underlying 
emotions. 
 
FIELD NOTES 
PARTICIPANT: #P 
DATE: 30 SEPTEMBER 2017 
 
The participant seemed to be excited to take part in the study and did not hesitate to 
agree while being recruited. The interview took place in a consulting room away from 
the patients’ waiting time. The consulting room looked neat and tidy, quiet and was 
conducive for the interview. The participant is a patient attending the clinic for both 
acute and chronic conditions. 
Experiences expressed: 
• Being discriminated upon 
• Long waiting time 
• Nurses being rude 
• Shortage of medication 
• Being turned away 
• Humiliated by cleaning the floor after child vomited 
Participant experienced discrimination-due to being a foreigner.  
Rudeness and negative attitudes of the nurses. 
Some nurses are good but others are bad. Shortage of medicines experienced, then 
was given Panado tablets while the patient was coughing. 
Told to clean up the floor after the granddaughter vomited on the floor. 
Daughter humiliated by nurses who called each other to come and watch the warts on 
her private parts. 
Younger sister was scolded by a nurse who harshly told her to take of her jacket in 
order to measure her blood pressure.  
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